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ABSTRACT
This thesis addresses the understanding and practice of spiritual care in a
nonprofit hospice. The identified problem this project seeks to resolve is a lack of a
protocol to continually assess the spiritual concerns of patients and families on service
with this organization. The purpose of this project intervention is to develop a protocol
document that assesses spiritual concerns and helps members of an interdisciplinary team
offer more informed responses to spiritual care needs. The project has multiple intents in
that it will also help address a gap in organizational awareness and seek to enhance
current care practices and understandings. This intervention is guided by a practical
theology of created space that attends to the questions raised by critical incidents and
contexts by cultivating dialogue about experiences, beliefs, perception, and theology.
This confessional approach works from the conviction that God is active and present
within our experiences and that we are called to participate in the compassionate ministry
of Christ. This contextualized theology for pastoral hospice care is influenced by three
values: investment, patience, and a posture of benevolence. The goal is to develop a
deeper understanding and awareness of four areas: 1) a better grasp of God’s presence
and activity, 2) a clearer awareness of our own convictions and perspectives, 3) a more
accurate understanding of the critical incident and relevant details, and 4) to discern a
better way forward. Richard Osmer’s 4-Question Model is used in this context to
substantiate the framework due to its simplicity and accessibility. I used purposive
sampling to assemble a design team from the organization’s volunteer program, along

with one staff member. A delimitation is that I did not consider medical team member
contributions to spiritual care, although this is a necessary next step beyond this
intervention. Members of the volunteer team are a comparative sample because they are
likely to offer care that is similar to that provided by spiritual care disciplines. The team
participated in discussion-based sessions in which their stories and feedback contributed
to the writing of the spiritual care protocol document. Sessions consisted of appreciative
inquiry, teaching on the theological construct, instruction on existing assessments, openended group interviews, and group evaluation. I conclude that 1) there is a place for a
confessional approach to spiritual care, 2) further work is needed on engaging dissonant
beliefs, 3) this practical theology offers substantial resources for addressing end-of-life
concerns, 4) making operative spiritual care definitions explicit encourages involvement,
5) the role of prayer needs exploration, 6) ideographic knowledge is better positioned to
create a robust protocol, and 7) this protocol has applicability beyond this hospice
organization.
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CHAPTER I
INTRODUCTION
The world of hospice is a space where our questions, goals, concerns, hurts,
challenges, beliefs, and operative theology come to the forefront of our minds and
conversations. The questions that most often arise relate to peace, reconciliation, comfort,
legacy, family, and dignity and are fundamentally about how to live the last stage of life
well. This context creates an array of challenges and opportunities for the practitioner
offering spiritual care, and a posture of deep listening is an absolute necessity.
Title of the Project
The title of this project is “The Spiritual Care Protocol: Developing Informed
Responses to End-of-Life Concerns.” The purpose of this project is to develop a protocol
that assesses the spiritual concerns of the patients and families of the Hospice of the Big
Country. There is currently not a set process at this organization with which to
continually assess the spiritual needs of those receiving care or through which to offer a
more deliberate interdisciplinary response. In addition, there is ambiguity as to what
constitutes spiritual concerns or spiritual care. This project seeks to address the gap of
awareness in multiple areas of the organization and enhance the current approaches for
providing substantial, informed, and confident spiritual care. I recruited a design team
from among our structured volunteer program to develop a spiritual care protocol for
interdisciplinary use at Hospice of the Big Country (HOBC).
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Ministry Context
I will provide a brief orientation to this unique ministry context, and then will
identify the complex concept of care at work at HOBC. To identify the presenting
problem, I will utilize three collections of data from three qualitative sources: a group
interview conducted with ten hospice volunteers, reflexive case studies representative of
three months of field observations, and an interview with a member of the organization’s
leadership team. Finally, I will use a family systems approach to provide a social
description.
Brief Overview
Hospice of the Big Country (HOBC) is a non-profit organization located in
Abilene, Texas, under the umbrella of the West Texas Rehabilitation Center (WTRC).
HOBC was founded in 1992 and was a stand-alone nonprofit until it joined WTRC in
2000.1 This service is offered to terminally ill residents and their families in Abilene and
within the surrounding eleven counties. Within this industry end of life is a technical term
referring to the stage of a person’s life identified by a terminal diagnosis.2 HOBC does
not have an inpatient care facility, so residents continue to live in their homes, living
facilities, independent living communities, and licensed group homes while receiving
services. Depending upon the circumstances, some patients are admitted to hospice
during their transition from the hospital to home. If a patient’s health declines to the point

1. “Hospice of the Big Country,” Westtexasrehab.org. 2019. https://westtexasrehab.org/hospiceof-the-big-country1.
2. Henry S. Perkins, A Guide to Psychosocial and Spiritual Care at the End of Life (San Antonio,
TX: Springer, 2016), 11.
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where transportation is unrealistic, they may receive hospice care while remaining at the
hospital for general inpatient care. HOBC provides services that include pain and
symptom management, personal hygiene care, spiritual care, psycho-social care and
resources, grief counseling and bereavement follow-up, volunteer assistance, pet therapy,
veteran recognition programs, and medical equipment/supplies. Even those without
means of payment may receive care due to the benefit of a foundation fund.3
The hospice team is comprised of the director of Hospice, clinical director,
assistant director, medical director, three medical doctors, two pharmacists, a volunteer
coordinator, an office manager, bereavement coordinator, a medical records specialist, a
marketing liaison, registered nurses (RNs), licensed vocational nurses (LVNs), certified
nursing assistants (CNAs), two durable medical equipment (DME) specialists, three
social workers, a chaplain, approximately sixty volunteers, and a facility manager.4 My
primary role as a chaplain is to provide spiritual care, emotional support, and counsel to
HOBC’s patients, their families, and fellow team members. My secondary role is to
participate in or facilitate ceremonies including funerals. As a full member of the team, I
report any changes and concerns to the interdisciplinary team (IDT) at weekly meetings
or as needs arise, maintain a caseload of all patients on HOBC’s census, and make
routine visits to all patients except those who decline chaplain services.5 I am responsible

3. “West Texas Rehab,” Westtexasrehab.org. 2019. https://westtexasrehab.org/foundation/aboutthe-foundation.
4. The team has undergone a number of changes since the initial contextual analysis. Most
relevant to this project is that the bereavement coordinator retired. I then subsumed his role so that I now
hold the title of chaplain and bereavement coordinator. Our volunteer coordinator took on a new position at
our sister organization in San Angelo, and a social worker (who would serve as the outside expert) took on
her role in addition to her current responsibilities. A medical doctor was added and several changes
occurred among the nursing staff.
5. It is an internal policy not to disclose census numbers outside of legally obligated reports.

3

for creating spiritual care plans and recording visits and interactions in electronic medical
records (EMRs). In addition, I have the opportunity to offer pastoral care training through
in-services.
Thick Description: Design Team
The first collection of data is from a focus group of HOBC volunteers. Care is a
primary component of my context, so the first task of creating a thicker description is to
complexify this central concept. What does good care look like and what needs is it
meeting in this hospice setting? The data from this focus group aid in exploring these
questions for three reasons. First, these volunteers spend significant time with our
patients and families and are required to comply with the same visit frequency and
Medicare regulations as employees of other disciplines. Consequently, they are a
representative sample of the regulatory boundaries within hospice contexts. Second, they
are trained in the philosophy and approach of HOBC. Finally, my assumption is that
these volunteers are a comparative sample for practices because they are likely to offer
care that is similar to that provided by the spiritual care disciplines. The focus of this
study is on the emotional/spiritual aspects of care offered by the team, and medical
practice is not addressed.6 With the permission of the director of Hospice, I conducted a
group interview on July 31, 2019, to create a context-specific picture of how care is
rendered to meet patient needs. In this project, “needs” or “concerns” are defined as any
stimulus a) resulting in emotional, spiritual, or physical pain, or discomfort or b) having a

6. For this project, I decided as an insider not to recruit any nurses. This choice was affirmed by
the new challenges of the Covid-19 pandemic and the increased restrictions and workload on the team,
especially on the nursing staff.
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negative effect on sense of well-being.7 The group consisted of ten members of our
volunteer program who were formally invited to participate through the help of our
volunteer coordinator. The participants were informed before the meeting that the
interview session was part of doctoral research culminating in a thesis. A consent form
was read aloud and explained, and time was allotted for questions before the volunteers
signed. Questions that arose were clarifying in nature, and I provided each participant
with my phone number in the case that any concerns arose after the meeting. All present
agreed to the presence of a digital recorder for use in transcription.8
The first question was, “can you share an experience where you felt like you were
able to offer care?” The wording was too broad; one woman asked for clarification
concerning what kind of care I meant. After I reframed the question around the idea of
meeting a perceived or indicated need, stories arose quickly. The volunteers shared
twenty-five experiences, and three dominant types of needs and opportunities for care
emerged: relational, advocacy, and physical. Fifteen stories involved relational needs,
seven included advocacy, and nine told of specific physical needs.

7. Synthesized from initial contextual research and insights from Gordon J. Hilsman, Spiritual
Care in Common Terms: How Chaplains Can Effectively Describe the Spiritual Needs of Patients in
Medical Records (Philadelphia: Jessica Kingsley, 2017), 105, 195.
8. All names of patients, families, and volunteers have been changed and some details altered to
protect private information and identities.
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Figure 1. Coded Experiences
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There is a discrepancy between the number of stories and types of care because some
stories contained multiple types of care. Within the relational type of needs, volunteers
told stories similar to Laura’s: “She didn’t have any family around here, and she was
lonely. We became extremely good friends.”9 “You’re given a patient, and you end up
with a friend,” Laura added.10 “Sometimes we are really closer to the individual than the
family is because they will share with us things they haven’t shared with their family,”
Don said reflectively.11 As the interview progressed one story stood out that illustrates the
depth of the relational care the volunteers were trying to articulate. Melody works with
her certified therapy dog. She told of a time when she was assigned a person described as
“not a typical patient.” This woman was isolated in the nursing home seemingly without
visitors for years. She had many medical issues, and people struggled with her physical
appearance. Melody was determined to become her friend, saying,
This one (pointing to the therapy dog in the room) would get in bed with her, and
she was aware enough to pet the dog and talk to me. She would constantly say, ‘I
love you. I love you.’ I thought she was a beautiful lady . . . [The Volunteer
Coordinator] called me one day and said, ‘just letting you know, I feel like we’re
9. Hospice of the Big Country Volunteer Group interview transcript, 1.
10. Volunteer Group interview transcript, 1.
11. Interview transcript, 2.

6

getting closer [to death].’ I wanted to be sure that as close to [her passing] she was
not going to be alone. She absolutely knew we were there.12
The advocacy type of need described people with a loss of control or ability to
communicate their wishes to those responsible for their care. Jack shared an experience
with a man recently admitted to hospice:
The first time I met him, he started talking and opened up. I think he had no
family. He had no friends. Well, he had one friend that was out of town. We
started talking and, for some reason, he felt comfortable enough with me to open
up and start telling me some of his experiences. He was paralyzed at the waist
down at seventeen years old . . . but as we talked, he wasn’t getting the care I
thought he should be getting. I walked in the next day, and he was pouring water
over his head trying to cool himself down. He was sitting there pouring water and
rubbing his hair, really anxious. I went to the nursing staff and asked for help, but
they didn’t seem to want to help. So, I called [volunteer coordinator] and she got
help. Uh, I ended up getting thrown out by that floor nurse because I thought we
were all on the same team.13
Laura contributed an advocacy story with the added complexity that the patient was a
member of the family. Her mother-in-law was living in a facility and experiencing a
decline. Eventually, the family held a meeting to discuss future care needs:
In the meeting, I hadn’t been in the family that long, so, I couldn’t stand up and
scream yet, they were talking about, ‘We’ll do this and that and whatever to meet
her needs.’ Then they said, ‘We’ll give her this much time, and then we’ll send
her for aggressive therapy.’ The woman was almost 98 years old! I thought I was
going to die sitting there, and I thought, ‘Over my dead body!’ She didn’t want it.
She didn’t need it. It would have been abuse, but sometimes the family is just in
denial. They cannot accept or go where that person is.14
As these two stories illustrate, the advocacy experiences in the interview often described
volunteers stepping into unexpected roles on behalf of the patient or family with the goal
of improving or providing care. The last type of story, those revolving around physical

12. Interview transcript, 5-6.
13. Interview transcript, 2-3.
14. Interview transcript, 7-8.
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needs or care, included the ability to talk to someone in German (as Beth did with a
woman) or in Spanish (as Melody did with a family), cutting hair as DeDe does for
patients regularly, or going on shopping trips as Kathy did with a patient who became her
close friend.15 Don told a story that demonstrates well the detailed and personal approach
to care that many of these volunteers feel determined to provide,
I had a patient, and this is one I had years and years ago …. He had pancreatic
cancer, and his cure for pancreatic cancer was to drink a pint of carrot juice that
he squeezed every day. He had a farm. It was about 100 acres. When I started
[seeing him], he walked that 100 acres every day. It got to be the end, and I took a
truck load of folding chairs down there, and every 50 ft. I put a chair. ‘Till just
about the last two weeks he still walked that 100 acres, but he would sit down in a
chair every once in a while to see the place that he had.16
Jack shared his own story shortly afterward about providing specific care for a
particularly difficult patient. The man was a veteran with a tough persona and let Jack
know that he did not trust him coming into his home. The patient had a reputation in
town, and people would say, “That’s the meanest SOB we’ve ever seen. He’s not nice to
anybody.” However, the wall came down eventually, and Jack began to develop a
relationship that led to a moment of vulnerability,
One night this guy called me. That night there was a big storm, and he called me
and said his power was out. He had no power and wanted me to come down and
help him with a few things in the house. So I took care of the things he was
talking about, and I said, “Well, I guess I should probably go on home now.” He
said, “No, please, John, stay here until the power comes back on.” And I thought,
This guy’s a tough guy, you know, and he’s wanting me to stay there till the
power came back on. It came on at 1:00 in the morning or something like that.
But I stayed there, and we talked, and talked, and talked about different things ….
I can’t think of anyone who has had more impact on my life, aside from family.17

15. Interview transcript, 1, 2, and 4.
16. Interview transcript, 4.
17. Interview transcript, 6.
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Other notable experiences deserve inclusion, but these stories are representative of the
three larger themes of needs that surfaced: relational, advocacy, and physical. Spiritual
care was not explicitly a part of the initial question, and the topic did not organically
show up as a dominant theme. However, spirituality hovered in the background of the
volunteers’ responses. Five times people explained their connection and experience with
a patient as being influenced by God’s direction or arrangement.18 During one story a
volunteer shared that part of her care was to pray with the patient and her mother.19 While
these occurrences are not numerically significant, they are worth mentioning for future
inquiry due to their natural appearance and relevance.
The second question of the interview was framed as a quick answer format rather
than narrative response: What concerns or needs do you hear from patients? The
following are short answers offered as concerns: pain, scared, feeling alone, restlessness
in body language, confusion, lack of independence, and feeling that they are a burden to
family. The next set of answers identified five needs: Jesus, prayer, wanting to go for a
walk outside, a word about family, and craving sweets. These specific examples represent
the same categories of relational, physical, and advocacy needs identified in the first
question. This similarity and continuity in the group’s answers adds credibility to the
identified categories. The main difference between the answers of the two questions is
that the theme of spiritual needs arose at an almost equal rate as the other categories as
opposed to the narrative answers, where it only appeared in the background.

18. Interview transcript, 1, 2, 3, 5.
19. Interview transcript, 1.
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The last question was also asked in a quick-answer format and was a time for
introspection: What do you wish people knew about hospice? The following are a
collection of the answers given:20
•
•
•
•
•
•
•
•

Love.
That they’re not Dr. Kevorkian.
People think hospice is a death sentence, but the patient I have now, I’ve
had for 3 ½ years.
It cheats everyone when they wait too long to make a referral.
‘They’ll starve them.’ – that’s the stigma, and I’ve lived with that for a
long time; that I was basically helping to kill people.
They are still with you.
Being a hospice volunteer is not for everyone. You’ll find out pretty quick
if it’s the right thing, if your heart is in it. It embarrasses people when you
talk about death; for years I didn’t tell people what I did.
You fall in love with the families.

As I drew the interview to a close, they all voiced agreement with two summary
comments: “They [the patients] are there. That’s the message.” “I feel like this is such a
sacred time. We can’t [afford to] make a mistake at this point in people’s lives. We have
to get it right.” The central message the volunteers wanted to communicate when
provided the opportunity is that hospice is best represented by a desire to offer care. This
first point of data paints a picture of care and needs from a sample of ten volunteer
practitioners at this particular hospice. The nature of their work is similar in several
respects to the work of spiritual care and offers a team perspective on how nonmedical
forms of care are performed.
Thick Description: Field Journal
The second collection of data comes from my field journal, covering a threemonth time frame. Each entry included the date, a brief phrase to code the central

20. Interview transcript, 8-9.
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thought, the patient’s age, gender, ethnicity/race, diagnosis, and religious affiliation (if
any). The challenge to this angle of the research is that there are two levels of privacy
protection to which I must adhere. The first level is the Health Insurance Portability and
Accountability Act (HIPAA).21 This federal law exists to “protect sensitive patient health
information from being disclosed without the patient’s consent and knowledge.”22 The
second level is the Code of Conduct Policy for Hospice of the Big Country, which states
that employees will “comply with policies restricting the disclosure of company
proprietary information and/or protected Health Information as defined by WTRC
Policies, and applicable laws and regulations, including HIPAA regulations.”23 In light of
these levels of protection and the sensitivity of these situations, I will read the data
reflexively, offering a big picture glimpse and then narrowing the focus to my reactions
and interpretations.24 Some entries revisited patient situations previously mentioned in
the journal. Duplicates were removed, leaving a sample size of forty patients (not
including their caregivers and family). There are three designations for living
arrangements: home (23 patients), living facility (13 patients), and hospital (4 patients).
Twenty-eight entries included significant elements involving caregivers and family, and
twenty-eight entries included significant elements involving the patient, with entries

21. “Public Health Professionals Gateway,” cdc.gov. September 14, 2018.
https://www.cdc.gov/phlp/publications/topic/hipaa.html.
22. “Public Health Professionals Gateway,” cdc.gov. September 14, 2018.
https://www.cdc.gov/phlp/publications/topic/hipaa.html.
23. Hospice of the Big Country, Code of Conduct Policy, Section III, Article C, sub-point 4.
24. Mary Clark Moschella, Ethnography as a Pastoral Practice: An introduction (Cleveland, OH:
Pilgrim Press, 2008), 172-73.
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involving both categories.25 The most common diagnosis was cancer, and various forms
of dementia were the second most common diagnosis. I coded the entries by the type of
concern to which I was responding and offering care. The goal was to create a picture of
the patterns of hospice situations within which I seek to minister as well as to identify
corresponding approaches to care. Four thematic situations and concerns surfaced:
relational/companionship (19 entries), specific requests/concerns (16 entries), spiritual
(15 entries), and psycho-social (21 entries).

Figure 2. Patterns of Hospice Situations
25
20
15
10
5
0
Thematic sutations/Concerns
Relational/Companionship

Specific Requests/Concerns

Spiritual

Psycho-Social

The following are reflexive entries from each thematic category.
Gained a Friend – 8/5/19:
I made a routine visit to a patient living in a facility. He has always welcomed
spiritual support through Scripture reading and likes to spend the visit lying in his
bed listening as we cover large sections from different books of the Bible. Lately,
he uses visits for processing fear and anxiety and reminiscing as his disease
progresses. This past visit he shook my hand, held eye-contact, and said
something that caught my attention, “I feel like I’ve gained a friend.” This is a
25. Names and details are changed and altered to protect the privacy of the patients, their families,
WTRC, and HOBC.
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man with some estranged relationships and limited support locally. Friendship
means something deep to him. The interaction brings two questions to mind, what
is the place of friendship in pastoral care and what are its boundaries?
(Relational/companionship)
Preparing for Dignity – 7/25/19:
I met with a man who was the caregiver for his wife. He felt isolated, because his
kids were scattered in different states. Thankfully, they all made the trip to say
goodbye. We stood next to his wife’s bed, and he described symptoms he had
noticed such as staring up at the ceiling and reaching out. He stated that he
thought this meant she was ready to pass and looked to me for confirmation. As
we continued to visit, I noticed one concern became dominant. He wanted to
know how the process would unfold when the funeral home came at her passing.
Specifically, he wanted to ensure that they would come quietly to the side door.
Procedure was very important to him because he wanted a private and dignified
experience. He did not want his wife to be a spectacle for the neighbors to watch.
The small details make a significant difference. What are the small details of
spiritual care that contribute to dignity? (Specific request/concern)
A Family Prayer – 8/21/19:
I met with a patient who was declining rapidly. He had only been with us on
service for less than a week and was becoming increasingly nonresponsive so that
my focus turned to the family. They were receptive but protective of any
interactions with him. As he continued to decline, they asked me to make a visit. I
understood quickly that I was not there to offer counsel or assist with processing.
They wanted me to play the role of clergy, especially since their pastor was out of
town. His wife stated that praying as a family was very important to her, so we
circled around his bed to pray. I left shortly afterward, knowing that my role was
completed at that moment. This is one of many experiences where I have
observed the central place prayer holds for people in their need for spiritual care.
(Spiritual)
A Team Response – 8/21/19:
One of our patients had recently told a nurse that she was very sad and felt like
crying all the time. After visiting with the doctor, the nurse asked me to make an
assessment and then coordinate with the team for a plan of care before they
considered any changes to medication. When I saw her, she stated she was sad but
did not say why. However, she proceeded to talk about her husband, whom she
lost three years ago. She would share a story or detail, talk about something else,
and, then, circle back to the topic of her husband. I asked when he passed, and she
responded that the anniversary was this month. She was clearly dealing with
bereavement issues that were intensified by the time of year. The final decision
from the team was not to change medication but to increase chaplain visits. I
learned an important lesson about the need for and rationale behind a multidisciplinary approach to holistic care and the role that chaplains can play toward
that goal. (Psycho-social)
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These four reflective entries represent the patterns of care and concerns I observed over
three months, and the scenarios contribute to the picture of the particularities and
challenges of hospice care. Together, they help develop a description of pastoral care
within this ministry context.
Thick Description: Interview
The prior two collections of data flesh out the details of common needs and
concerns pulling from my own experiences and from ten practitioners offering
comparable care. This third point of data draws on the insights of the bereavement
coordinator (Burtis Williams) as the other team member working within the same
discipline. His contribution is significant in that he holds a place on the leadership team,
which consists of the heads of all the divisions, and he has also worked for HOBC for
almost ten years.26 Due to his role and experience, Williams is well positioned to offer a
useful perspective on both the organization and the team. I conducted an interview lasting
slightly under an hour and used questions following the structure of an appreciative
inquiry interview with the aim of discovering the best components of the organization
and team that contribute to quality care.27 I also wanted to identify the goals and hopes of
a senior member of the team within my discipline to discover possible areas of growth in
my own practice. I gave Williams the questions one day in advance for review and
preparation. I then read aloud the consent form, provided time for questions, and received
signatures. After the interview, I wrote a transcript and analyzed the text for thematic

26. Williams retired May 6, 2021.
27. Mark Lau Branson, Memories, Hopes, and Conversations: Appreciative Inquiry, Missional
Engagement, and Congregational Change (Lanham, MD: Rowman & Littlefield, 2016), 76.

14

patterns, which appeared as follows: stories about motivation and rationale for current
practices, stories conveying excitement, background information on the organization,
personal questions about his work/position, and challenges and goals for improvement,
leadership, and the importance of the team. The boundaries of these categories are not
fixed, and several overlap. Below are included highlights that capture the central thrust of
the presenting themes and patterns.
Two early experiences were particularly influential to Williams’s work with
HOBC. Both stories were from his time as a new employee and represent the categories
of motivation and rationale for current practices, background information, challenges and
goals for improvement, and the importance of the team. In his first story, he reflected on
the lack of structure and preparation he received for the role of chaplain:
[Jay] was the long-time chaplain, so he kind of took me under his wing, and, just
by observation, I picked up some things I thought would be helpful, practical.
What do you do when you are working with patients who have heard they have
six months to live? . . . . I had no orientation to the chaplaincy. Zero! (laugh) Get
with [Jay] and go. I was disappointed to learn that there are very few standards
that have been really formalized for a chaplain certification other than in a
hospital setting. But for hospice, as odd as it seems to me, there was not much.28
During the same section of the interview, Williams shared a story about the context into
which he had entered as a new chaplain:
The chaplain that I had replaced had just committed suicide. So, the team was
traumatized. The former chaplain had been here for quite a long time, did good
work, was much appreciated by the team . . . . One of the things I was
disappointed in and frustrated about was that there was very little done for the
staff by the organization, by the parent organization to help them debrief and
work that critical incident in a way that allowed them to dissipate what was
involved to the extent they would be able to function well in the work they were
doing.29
28. Hospice of the Big Country appreciative inquiry interview transcript, 2.
29. Transcript, 2.
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These stories provide background and a rationale for two of his ongoing professional
goals, namely, to put together a basic framework and orientation for the bereavement
program and position and to set aside a time of debriefing for the team.30 His concern for
the team resurfaced as a theme throughout the interview, often in positive terms, “The
thing that is most meaningful to me is the unity and bond that exists within our team.”31
When asked what contributed to this culture, he responded with another common theme
of leadership:
Gabe, it’s the standard you have heard many times. I believe it, ‘everything rises
or falls on leadership.’ And, so, the competence of your leader, the way they
handle that competence, the attitude they carry has everything to do with what
happens in the organization.32
He spoke very highly of the director of Hospice and used her as a key example of
leadership:
One of the things I really appreciate about this organization, both the parent
[organization] and hospice, is the emphasis on quality. On quality work with a
positive attitude, and I really appreciate this about [director] too. She is extremely
competent in the medical field, and though she has background in a number of
levels in supervisory work, this is the most significant . . . simple native
intelligence, a right attitude, and a general perception. She has an enormous
capacity to look ahead, to define, to see what’s coming.33
I asked if he would share a story that represented an exciting highpoint during his time in
the organization. It is not surprising considering his earlier answers, that his story
involved the themes of both team and leadership. The pace of his speech increased as
new energy rose in the room:

30. Transcript, 7 and 9.
31. Transcript, 5.
32. Transcript, 6.
33. Transcript, 5.
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One of the real high points, having to do more with structure and teamwork than
having to do with patient care, was when we came into his building. This
building was used by audiology before…and it is radically different in how it is
structured and how it looks now versus how it looked at that time. So, when we
started that, we were scattered out in this other building over here and offices
were . . . I was around the corner down the hall and rarely saw anybody on the
team unless we were having IDT [interdisciplinary team meeting] . . . And, so,
when Rehab bought the building across the way for audiology, then the plan was
to renovate this building and set it up on purpose for hospice designed ministry.
And there was a huge amount of work to do. [Director] and I . . . we were here
when the workday was done; that was when our workday began (laugh). It was a
great time! In fact, I may have… [pulls open drawer and brings out blueprints]
We had to measure. We had a lot to do. We had to bring the set up for the nurses .
. . so we had to measure to make sure it would fit . . . So, as time went on and we
got the physical work done in terms of structure of the rooms and all of that, then
we got to move all the records from over there, and we got to maintain our regular
work seeing all the patients…while making the move . . . And then the team was
good at, ‘I don’t care where my space is. Just give me a spot.’ So, it all just came
together, because of the team, under [director’s] leadership. She was the glue that
held it all together . . . it was just a really good . . . I think it bonded the team… . .
. was really a highlight of my time here.34
This story added qualitative weight to the themes of team and leadership spread
throughout the interview. The purpose of my interview with Williams was not only to
consider the best components of the organization and team but also to identify what his
goals and hopes were for his practice, that might provide direction for my own ministry.
He kindly shared four.
The first goal he shared was to improve or reform the risk scale used to determine
the level of bereavement among families.35 He reflected that he was not comfortable with
how these metrics were used because they were based primarily on experience and he did
not have a quantifiable way to assess their connection to reality. His hope was for the
development of clearer and more accurate metrics with which to assess levels of

34. Transcript, 3-4.
35. Appreciative interview, 7-8.
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bereavement. Williams’s second goal was for a “substantial, robust, caregiver support
system.”36 He believed that the organization was deficient in this area and that there was
a need to create a means of providing support to those on our service in those roles.
Third, he wanted to grow the bereavement program in the care of adolescent and child
bereavement, a service he believes is currently neglected and undeveloped.37 Finally, he
stated that it is important to him that the level of in-service trainings and team
participation in leading these meetings increase.38 His hope is that higher levels of inservices will lead to greater interdisciplinary competence and teamwork. His final
statements reinforced his desire to create a clearer structure for the program.
Summary Reflections on Context
The design team and my field journal surfaced thematic categories for types of
concerns and care with significant overlap: relational, physical/specific, and spiritual.
Unique to my field journal was the psychosocial category, and unique to the interviews
was the advocacy category. The interview with the bereavement coordinator enforced the
legitimacy of the above categories by identifying relational concerns as being of central
importance to the team. He also demonstrated an openness among the leadership to
develop more intentional and informed structures for providing care as well as a desire
for interdisciplinary training.
Despite showing up eventually as a theme in the focus group, spiritual
needs/concerns represent a gap. The theme was thinly articulated by the volunteers and

36. Appreciative interview, 8.
37. Appreciative interview, 8.
38. Appreciative interview, 9.
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was less prominently in view in relation to the other categories. This gap could mean
volunteers do not see themselves as spiritual care givers, or it could mean a lack of
awareness and clarity as to what constitutes spiritual needs/concerns. There were no
criteria in place on which to rely when I identified concerns/needs in my field journal.
Spiritual needs were on my radar due to my profession, but the process of assessing
situations once a patient was on service was based solely on my judgment as a
practitioner.
Problem Statement
The problem this project seeks to resolve is a lack of a protocol to assess the
spiritual concerns of patients and families of HOBC. The focus group and field journal
reveal a complex picture of end-of-life situations and corroborate three primary themes of
need: relational, physical, and spiritual. In both data sets, the spiritual category
represented the smallest. Spiritual care was absent as a category of care the group offers
to patients, although it did eventually appear when they discussed the needs they
observed. The place of spiritual concerns among the other categories and the lack of clear
definition in answers portray a gap in the practice of the organization. This gap is further
supported by the interview with Williams, which highlighted the need for more
substantial support of caregivers, for clearer assessment methods of bereavement risk, of
which spiritual issues are a part, and for further greater interdisciplinary competence in
practice.
Purpose Statement
The purpose of this project is to develop a protocol that assesses the spiritual
concerns of the patients and families of HOBC. This protocol will help members of an
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interdisciplinary team offer more informed responses to spiritual care needs. The project
will have multiple intents in that it will also help address a gap in organizational
awareness as well as seek to deepen and broaden understandings of spirituality and
spiritual concerns.
Basic Assumptions
My primary assumption is that spiritual care is a vital component of holistic care
during the end stages of life. The patient’s and their support group’s wrestle with
questions, decisions, and pain beyond those addressed by medical interventions or social
services. Spiritual care works in tandem with other care interventions to address the full
scope of care in the end-of-life stage. It is equally important to note that spiritual
concerns appear embedded within other life experiences. Therefore, spiritual care is a
concern, at some level, of multiple disciplines and not only chaplains/ministers.
Second, this thesis assumes the insights of family systems theory and its emphasis
on the influence of relational networks on a person’s functioning.39 I also assume the
theory’s contributions on the role of anxiety in the behavioral and decision-making
processes of a group.40 Hospice care strongly emphasizes a team approach, of which the
patient and support group are a part. Family dynamics are acutely influential in end of life
emotional, cognitive, and spiritual processing.

39. Edwin H. Friedman, Generation to Generation: Family Process in Church and Synagogue
(New York: Guilford, 1985), 13.
40. Peter L. Steinke, A Door Set Open: Grounding Change in Mission and Hope (Herndon, VA,
The Alban Institute, 2010), 21.
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Definitions
The following definitions are either drawn from the field of family systems theory
or carry operative nuance for this thesis. These concepts are included due to their
relevance in hospice situations. Accessible language related to emotional functioning and
pastoral care is beneficial for a more in-depth reflection in the intervention of this thesis.
Spiritual care: the task of nurturing, sustaining, guiding, or reconciling a person
to a sense of well-being and peace in relation to God, others, and oneself using faith
practices, beliefs/values, pastoral counseling, and companionship.41 Well-being here
refers to a sense of coherence in one’s life where people believe they have lived in
accordance with their values, beliefs, and ethics.
Spirituality: The process of finding meaning in life and the world around us
through relationship with God, meditation through philosophical lenses such as
naturalism, ethical goals, and/or rituals.42 This definition is operative to healthcare
settings, including hospice, and does not explore the full sense of the term. Philip
Sheldrake helpfully explains that the nuance of the term is highly dependent on its
context. Within healthcare, spirituality is often linked with religious belief or, more
broadly, beliefs about life, or a transcendent aspect of a person that integrates parts of life
to form meaning.43

41. This definition is an operative synthesis of my own experience in this field and insights from
Christopher A. Beeley, Leading God’s People: Wisdom from the Early Church for Today (Grand Rapids:
Eerdmans, 2012), 54-74. I also relied on insights from William A. Clebsch and Charles R. Jaekle, Pastoral
Care in Historical Perspective: An Essay with Exhibits (New York: Harper and Row, 1964), 4, 8-9.
42. Philip Sheldrake, Spirituality: A Brief History 2nd ed. (Maddin, MA: Wiley-Blackwell, 2013),
213. I am using the term spirituality as it is understood in healthcare contexts.
43 Sheldrake, Spirituality: A Brief History, 214.
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Emotional behavior: “includes all of the mechanisms that are used to maximize
security.”44 Emotional behavior is a reflexive/reactive type of thinking. Higher levels of
anxiety result in more prevalent instinctive actions.
Emotional barrier: “an artificial limit . . . an unquestioned belief, kept in place by
tradition or anxiety [that] predetermines what is seen, understood, and believed.”45
Emotional barriers provide structure for current functioning but can also inhibit growth
and vision. A relevant example is a resistance to hospice service based on the belief that
hospice hastens death.
Imaginative gridlock: A mental state where imagination is suspended and
unavailable during times of anxiety.46 Imagination here refers to the capacity to imagine
new or alternative possibilities. People in this instinctive mindset act from a position of
short-sightedness with limited options. For instance, families are instructed to call their
hospice team as their first responders during a health-related emergency. Commonly, a
family will forget or doubt this procedure in the moment of crisis and call 911 regardless.
Delimitations
Hospice is a word that elicits polarized reactions and is accompanied by
misunderstandings all wrapped up in potential ambiguity. The variety of factors including
types of hospices (profit versus nonprofit), in-house versus regulated policies, and the
number of differing experiences only exacerbate the situation. The greatest difficulty in
discussing hospice service is the potential of spreading the analysis too thin by chasing all

44. Steinke, A Door Set Open, 21.
45. Steinke, A Door Set Open, 25.
46. Steinke, A Door Set Open, 27.
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the possible angles. I will not address for-profit organizations or the specific practices of
HOBC’s medical staff. Instead, I will use my ministry in spiritual care within this specific
nonprofit organization as boundary markers to maintain focus and clarity. This project is
delimited to the nonprofit organization HOBC. This study focuses on areas related to
spiritual care. I will not address the medical concerns and care offered by the team’s
doctors, nurses, nurse aides and pharmacists. Furthermore, this project will not directly
engage patients and their families due to the sensitive nature of the situations on our
caseload and to protect personal health information in compliance with HIPAA and the
organization’s ethical code of conduct.
Limitations
The first limitation for this project is the reach of the insights because other
disciplines within the HOBC are not considered. I must caution against
overgeneralization of the data that are collected.47 While medical team members will
naturally engage spiritual care concerns, their scope of practice is oriented elsewhere. The
general pace of the work schedule for nurses and nursing aides on this team makes it
unrealistic for them to participate consistently in an extended intervention. As a result,
insights from other disciplines will come at a later time outside the parameters of this
project. The design team, consisting of members from the volunteer program, have a
higher capacity to focus their care on spiritual aspects, but their limitation is that they will
not have any pastoral care training.

47. Tim Sensing, Qualitative Research: A Multi-Methods Approach to Projects for Doctor of
Ministry Theses (Eugene, OR: Wipf & Stock, 2011), 84.
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Second, implementation of protocols are decided by the leadership team members
and are not in the control of this project. This project intervention focuses on the creative
process of a protocol. The organization’s decision-making structure allows immediate use
of the protocol within the pastoral care department. However, further application within
other disciplines would require the consent of a department head and the final approval of
the director.
Third, the design team represents a monocultural perspective of white/Caucasian.
This sample is representative of the demongraphics of the volunteer team within the
organization. Further work is needed beyond this project to explore multicultural
perspectives.
The intended result is that the protocol will lead to more informed spiritual care
and address organizational gaps in awareness and understanding. However, the
effectiveness of an assessment protocol is reliant on the openness of the patient/support
group and the personal abilities of the one enacting it. Analyzing the efficacy of the
protocol, as it is utilized among patients, is consequently beyond the scope of this
intervention, which focuses on the development of the protocol.
Summary
In this chapter, ministry within the HOBC was introduced as the context for this
project and thesis. Three collections of data were used to identify the presenting problem
of this project. The project intervention will develop a protocol that assesses the spiritual
concerns of the patients and families of the HOBC with the hope that the tool will help
members of an interdisciplinary team offer more informed responses to spiritual care
needs. HOBC is a team committed to the care of their patients and families. The
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organizational culture is conducive to enhancing spiritual care practices toward that aim.
The following chapter will describe the theological construct used to guide the project
and develop the spiritual care protocol.
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CHAPTER II
CONTEXTUALIZED THEOLOGY FOR PASTORAL HOSPICE CARE
This thesis relies on a practical theology of created space that attends to the
questions raised by critical incidents and contexts by cultivating dialogue among
experiences, beliefs, perception, and theology. This confessional approach works from
the conviction that God is active and present within our experiences and that we are
called to participate in the compassionate ministry of Christ. This created space
represents a holding pattern of listening and dialogue where attention is given to the other
person’s experiences, beliefs, present concerns, and our own formed center using the
resources of spiritual theologies.
Critical
Incident

Contemplative
and
Incarnational
Theologies

Divine Activity
and Presence

Created
Space

New
Perception

Figure 3. Practical Theology of Created Space
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Formed
Center

A centering theological conviction is essential to protect the endeavor from becoming a
mere excercise in social scientific inquiry. However, the nature of hospice chaplaincy
demands attention to critical incidents and contexts and therefore necessitates a
framework that is flexible enough to address questions from people who are not situated
within one specific faith community or any faith community. This approach to practical
theology is informed by the spiritual theologies of the contemplative and incarnational
traditions, which provide a wealth of resources for pastoral practice.1 The interaction
between these two traditions within this practical theology also softens the unhelpful
dichotomy that has developed in the field between privileging theology or privileging
practice as a starting point for reflection.2
In addition, these traditions provide perspectives and theological guideposts for
engaging end-of-life concerns. I believe that these two theological traditions provide a
mechanism within created space for constructive dialogue.3 The following sections will
offer a brief orienting and operative definition of practical theology, describe the nature
of created space, present a proposed practical model, and end with a brief analysis.

1. Richard J. Foster, Streams of Living Water: Essential Practices from the Six Great Traditions of
Christian Faith (San Francisco: HarperCollins, 1998), 25 and 239.
2. This dichotomy refers to the conversation concerning the proper starting point for the task of
practical theology. While there are many nuances, the two poles are represented by beginning reflection
with a doctrinal articulation on the one hand or a lived experience on the other.
3. “Spiritual theology is that part of theology that, proceeding from the truths of divine revelation
and the religious experience of individual persons, defines the nature of the supernatural life, formulates
directives for its growth and development, and explains the process by which souls advance from the
beginning of the spiritual life to its full perfection.” Jeffrey Greenman and George Kalantzis, eds., Life in
the Spirit: Spiritual Formation in Theological Perspective (Downers Grove, IL: InterVarsity Press, 2010),
32.
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Defining an Approach to Practical Theology
Where do we plant our flag for beginning the task of practical theology? Do we
begin by consulting doctrine or do we start with listening to experience?4 For
practitioners, the technical starting point is unavoidably themselves. Personal experience
is the lens that cannot be sidestepped, whether that be the experience of divine revelation
or human activity. However, in a broader sense, there is the theological conviction that
God’s initative often proceeds our reflection.5 In other words, Christ’s ministry is already
at work in the world as God calls us to participate and pay attention.6 There are many
burning bush moments when God reaches into our ordinary experiences and calls us to
greater significance. How do we move forward without getting stuck in the quicksand of
the debate?
In response, I will offer my operative definition for practical theology embedded
in a hospice care context: practical theology is the task of understanding and participating
in the ministry of God by attending to the spectrum of experience in conversation with
God’s activity and revelation from within our own communal and formational
situatedness. This definintion is like the wooden framing of a house that gives structure to

4. “One of the things that marks Practical Theology out as distinct from the other theological
disciplines is its beginning point within human experience. However, we must be careful what we mean by
such a suggestion. Taking human experience seriously does not imply that experience is a source of Divine
revelation.” John Swinton and Harriet Mowat, Practical Theology and Qualitative Research (London, UK:
SCM Press, 2016), 6. These authors illustrate the tension that comes from locating the proper starting point
in reflection. For those wishing for a more theocentric beginning, the concern is that normative theological
sources will be overridden or overlooked in discussion in favor of personal experience, which now
functions as the new normative source. On the other side of the aisle, there is a concern that theological
reflection that begins with doctrinal articulations will fail in truly listening to the context and will form
practices based on preconceived beliefs rather than critical reflection.
5. For discussions on God’s initiative in the task of practical theology see Ray S. Anderson, The
Shape of Practical Theology: Empowering Ministry with Theological Praxis, (Downers Grove, Illinois:
InterVarsity Press, 2001), 29.
6. Christopher James, Church Planting in Post-Christian Soil: Theology and Practice, (New York,
New York: Oxford University Press, 2018), 141.
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my specific approach of created space. The term “task” indicates that practical theology
is concerned with a continual theological engagement with life and God.7 The next two
words of the definition, “understanding and participating,” are connected and allude to
the contributions and postures of the comtemplative and incarnational spiritual
theologies. I will say more about these terms in the section concerning theological
commitments. The last phrase seeks to reconcile the above concerns in the field of
practical theology. I use the word conversation, which resists the unrealistic dichotomy
between divine activity and revelation and human experience. A more productive
approach to practical theology is not to plant an unmovable flag on one end of the
spectrum but rather to create space to pay attention to whatever God is presenting. The
spectrum of human experience naturally brings attention to the need for critical
reflection, which is engaged out of preexisting theological convictions and divine
activity. This starting point lays the groundwork for a constructive third approach that I
am calling created space. I address the specifics of this contextualized theology of
pastoral care in the following section.
A Practical Theology of Created Space
One way to visualize created space is by walking up to a table and chairs and
inviting a person standing there to join. We both bring our formed centers with us as we
take our chairs. Hanging in the air is a critical incident and sitting on the table are our

7. Specifically, practical theology operates within the process of discipleship and its purpose,
growing into the likeness of God. Greenman and Kalantzis argue that the task of theology is “not merely to
clarify ideas about God, but to inform, guide, and nurture the actual love of God.” In this sense, practical
theology has warrant to engage lived experiences with pastoral purpose. Greenman and Kalantzis., Life in
the Spirit: Spiritual Formation in Theological Perspective, 34.
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mechanisms for dialogue. Emerging out of this interaction are new perspectives for
ministerial practice.
Formed Center
As we walk up to the table, we take note of every detail presented to us: the
location, the conversation partner’s state of being, and ourselves. I do not come alone but
bring with me every other part of my day, which affects my mood and persepctive. This
situation represents what I am calling a formed center. A formed center entails my
experiences, my beliefs and theology, my values, and the components that make up my
sense of being.8 The intention of walking into created space with a posture of objective
neutrality is a mistaken effort for three reasons. First, it does not seem like a credible
possibility to set aside the aspects of ourselves that are intrinsic to our perspectives. This
level of transcendence simply does not belong to our finite nature. Second, attempting to
set aside our formed centers creates levels of unawareness rather than analytic clarity
since we may not notice where our biases are guiding or hindering the conversation.
Third, attempting to enter created space without dealing with our formed center removes
a valuable resource necessary for constructive, honest, and respectful dialogue. Our own
perspectives are not automatically detrimental to deep listening. With proper attention
and honesty, our own contributions become fertile ground for the theological task as well.
The first step in engaging created space is, therefore, to name and cultivate my formed
center. However, what does this entail?

8. These components include the social, cultural, biological, and psychological aspects of a
person’s life.
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The biblical metaphor of a tree putting down roots in search of water is
particularly helpful for the above task.9 The practical theologian is not searching for a
new theory to apply although a new theory may serve as a beneficial intervention. Rather,
the practical task is to develop a further reaching understanding of God at work in the
current situation, the contributions of his or her own formed center, a description of the
critical incident and context, and to discern a way forward. Thus, the proposed first step
in navigating these aspects is to develop a contemplative posture. This is a posture
characterized by an attentiveness to the presence of God and a desire for a life of
intimacy with God.10 Paul provides encouragement toward this aim when he writes to the
Colossians, “set your minds on things that are above, not on things that are on earth.”11
The verb φρονειτε carries some intentional nuanced meaning to “give careful
consideration to something” or “to be intent” on something.12 By contrast, the word is
used elsewhere in Philippians to describe enemies of the cross who are intent on earthly
things.13 To set one’s mind on something implies a commitment to a certain way of life
within this Pauline usage. A motto of the Dominican order summarizes the concept well:
contemplata aliis tradere (it is what is contemplated that leads to everything else).14
Contemplation in this manner is a loving response motivated by the grace we have

9. “Happy are those who do not follow the advice of the wicked . . . their delight is in the law of
the LORD, and on his law they meditate day and night. They are like trees planted by streams of water,
which yield their fruit in its season” (Ps 1:1-3 NRSV). “But I am like a green olive tree in the house of
God. I trust in the steadfast love of God forever and ever” (Ps 52:8).
10. Foster, Streams of Living Water, 25
11. Col 3:2.
12. Frederick William Danker ed. A Greek-English Lexicon of the New Testament and other Early
Christian Literature, (Chicago, Illinois: University of Chicago Press, 2000), 1065.
13. Phil 3:19.
14. Sheldrake, Spirituality, 91.
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received and the conviction of 1 John that “we love because he first loved us.”15 Called
by grace, we gradually learn to grow closer to the source of that love and to the people
for whom God cares. In addition, there is a growing sense of wonder at who God is, what
God has created, and where God is present.16 Contemplative attention allows dialogue to
proceed from a preexisting and ongoing spiritual formation.17 This posture allows a set of
guiding values to emerge, to which I now turn.
Guiding Values
The imagery of a tree putting down roots captures the contemplative nature of
practical theology as an intentional kind of understanding that requires investment,
patience, and a posture of benevolence.18 The level of investment present within created
space serves as a reflexive gauge for the practitioner. The reality is that our own
emotional barriers, imaginative gridlock, and theological perceptions may derail any
attempt at constructive dialogue before it begins. A crucial question to ask is to what
extent the practitioner is invested in developing new perspectives and practices. Put
differently, do practitioners see themselves in a prescriptive or conversational role? The
level of investment required by creative space includes a willingness to set aside
preconceived solutions and to wait instead to discern where God is working.

15. Greenman and Kalantzis, eds., Life in the Spirit, 25. 1 Jn 4:19.
16. Ps 19 and Ps 104.
17. Contemplative attention is historically cultivated by a prayer-filled life. Practices naturally
include examen, lectio divina, meditative reading, communal prayer and reading, silence, detachment,
simplicity, and gratitude, to name a few. For further discussions see Adele Ahlberg Calhoun, Spiritual
Disciplines Handbook: Practices That Transform us (Downers Grove, IL: InterVarsity Press, 2015); and
Ewert Cousins, ed., Bonaventure: The Soul’s Journey into God, the Tree of Life, the Life of Francis (New
York: Paulist Press, 1978).
18. Paul describes this phronetic posture in Phil 2:5, “Let the same mind be in you that was in
Christ Jesus.”
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The above reflexive exercise flows naturally into the second guiding value,
patience. The image of a rooted tree once again helps adjust our necessary posture. It
takes time for a tree’s root system to take hold and to find water sources. Dialogue within
created space is not a quick and easy solution. Interruptions to conversations are common
in hospice settings due to symptom exacerbation, social circumstances, and family crises.
The practitioner must reframe conversational expectations for progress realistically and
accept the opportunities as they are available. Aside from interruptions, dialogue is also
full of the possibilities for cognitive dissonance, anxiety, frustration, misunderstanding,
and offense. The confessional disposition of patience grounds itself in commitment to
forgive and bear with each other on the basis of being forgiven.19 I do not mean that the
other is automatically assumed to be the cause for forgiveness but rather that the
practitioner should adopt a posture of grace for all the complexities of the situation. This
challenging reality necessitates the third guiding value.
The practitioner must enter critical incidents with a posture of benevolence. This
value is a commitment to the other person sitting at the table. Specifically, it is a
commitment to change initial reactions to any deemed as being other. The shift in
perspective is well illustrated by Jesus’s words in the gospel of Matthew,
Come, you that are blessed by my Father, inherit the kingdom prepared for you
from the foundation of the world; for I was hungry and you gave me food, I was
thirsty and you gave me something to drink, I was a stranger and you welcomed
me . . . Truly I tell you, just as you did it to one of the least of these who are
members of my family, you did it to me.20

19. Col 3:13.
20. Matt 25:34-40.
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Walking into created space means adopting the practice of welcome that views others as
if they were Christ. As with the value of patience, the confessional impetus is found in
God’s activity; namely, we welcome others because Christ welcomed us.21 Welcome is a
theologically robust concept that touches on socioeconomic, cultural, and health
concerns, among others, and constantly invites tangible substantiaions. The practitioner is
challenged to avoid abstraction and substantiate benevolence and welcome in the
context.22 These three values help guide dialogue toward constructive ends, especially in
the presence of higher levels of anxiety. Now that the formed center and guiding values
are addressed, the next issue to consider is the role of another’s experience.
The Role of Experience
The first question is what is meant by experience within created space? I offer an
operative usage knowing that there is an array of answers that often focus on 1) specific
practices, 2) perspectives, or 3) interrelated systems.23 The ministry of hospice presents
prompts that are not located in just one faith community but come out of mulitple
backgrounds. Most naturally, questions arise out of episodes, situations, and contexts.24
Critical incidents are, therefore, the most prominent location for engaging experience.
The second question is which direction does the epistemological conversation
flow in relation to divine activity and human experience. In other words, is my approach

21. Rom 15:7.
22. I use welcome as a key explanation of the value benevolence. The concept warrants greater
exploration, but my intention here is simply to highlight its role in generating focused conversation when
created space is engaged.
23. Dorothy Bass and Craig Dykstra, eds. For Life Abundant: Practical Theology, Theological
Education, and Christian Ministry (Grand Rapids, MI: William B. Eerdmans, 2008), 27-31.
24. Richard Osmer defines an episode as an incident that comes out of everyday life, a situation as
a longer pattern of events or relationships, and a context as the social systems at play. Richard R. Osmer,
Practical Theology: An Introduction (Grand Rapids, MI: Eerdmans, 2008), 11.
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correlational in that experience presents a question to which theology offers an answer, or
does experience also have normative and prescriptive contributions? The short answer is
that experience has contributions to offer that are understood within the boundaries of
created space for dialogue.25 Practical theologians enter a critical incident with their own
beliefs, values, formation, and understanding (formed center). Likewise, those involved
in the critical incident bring their own frameworks. Created space means that theological
sources are brought to bear on experiences, but experiences also bring new insights to
preexisting theological understanding and practice. This concession means simply, yet
importantly, that a person’s experience holds value. Experiences are not distracting
clutter to remove so that theological realignment can occur. Rather, lived experience,
even the ordinary, is a location for God’s activity and theological reflection. Listening to
another’s perspective becomes a potential act of theological praxis and pastoral care.
Conversations around experience and theological engagement often generate
anxiety in terms of what conclusions dialogue may reach. I will more directly address this
concern in the cases study. Created space recognizes the need for adjustment and growth
within our own theological perspectives but also acknowledges the nature of God, which
is unchangeable and, in some ways, an apophatic mystery. Dialogue with experience
requires honesty about our own formed center and commitments. Therefore, it is helpful
at this point in the conversation to name the key theological commitments of this
contextualized pastoral approach. The following section addresses God’s presence and
the call to compassion using narrative.

25. With this assertion, I am taking the position that our perception is what is malleable and that at
some level there exists propositions with truth value.
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Theological Commitments: God’s Presence
The concerns that arise out of end-of-life situations, including suffering and crisis,
naturally involve interpersonal relationships both with other people and God.26 The
narratives found in both texts and personal experiences provide context for theological
reflection and dialogue within created spaces. Narratives become a natural meeting place
for theology, spirituality, and experience. Eleonore Stump warns against the disservice of
using narrative either as examples of philosophical points or merely to support a
premise.27 Rather, narrative represents its own form of knowledge. This knowledge is
less concerned with propositional inferences and coherence.28 Instead, narrative involves
a knowledge of persons and an interpretation that presents, suggests, offers, and invites.29
In an attempt to invite reflection on the commitments undergirding this approach to
practical theology, I will offer an analysis of two narratives from the Gospels of Matthew
and Luke. Considering the pastoral context, I believe that the use of stories is better
suited for the conversation.
Earlier I wrote that a practical theology of created space is informed by the
spiritual theologies of the contemplative and incarnational traditions. The question of
where to turn to contemplate God’s activity and presence is, interestingly, most clearly
displayed in the incarnation. It is, therefore, through the life of the incarnated Christ that

26. Eleonore Stump, Wandering in Darkness: Narrative and the Problem of Suffering (Oxford:
Oxford University Press, 2010), 24-25.
27. Stump, Wandering in Darkness, 372.
28. Stump, Wandering in Darkness, 48-49.
29. Stump, Wandering in Darkness, 27 and 47.
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the church learns how to contemplatively participate in ministry.30 In this section, I will
begin by elaborating upon the contemplation of God’s presence and then move toward
participation in the compassionate ministry of Jesus Christ. The goal is to explore the
theological grounding for this practical theology of created space.
Earlier I introduced a biblical guiding metaphor for the task of practical theology
of a tree putting down roots. This metaphor applies to pastoral care in that mature and
sustainable ministry is akin to stretching toward a deeper awareness of God like tree roots
reaching for sources of life. The ultimate object of this reaching is to know and
experience that God is with us, which is a central conviction to my work in chaplaincy.31
This belief is not meant to remain as an abstraction but, instead, invites constant concrete
expression. The beginning narrative in the Gospel of Matthew provides an extended
discussion of this theological proposal, so I will give attention to some of these nuances
with the aim of establishing a biblical reference point for this central claim.
New Testament scholar Ulrich Luz warns against using the gospel of Matthew
like a query from which to lift needed passages.32 So in order to avoid the episodic
surgery he warns against, I will consider a complete section of text from the prologue
(1:18–2:23). This section of text is composed of at least four literary moves: 1:18–25 is
Jesus’s birth proper, although the actual event is not in focus but only mentioned through
allusion; 2:1–12 includes the announcement of a king and the search for the baby boy;

30. Consequently, it is through the practical theologian’s participation within a faith community
that he/she gains a framework and model for engagement with critical incidents. Developing a supporting
ecclesiology is beyond the focus of this thesis.
31. Ulrich Luz, The Theology of the Gospel of Matthew, New Testament Theology (New York,
Cambridge University Press, 1995), 2.
32. Luz, The Theology of the Gospel of Matthew, 1.
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2:13–18 describes the exile or escape of Joseph and his new family to Egypt, and the
final passage, 2:19–23, tells of their return to Israel. Within these four moves, three
dominant themes emerge: the fulfillment of Scripture, divine guidance, and the naming of
Jesus.
The first theme, the fulfillment of Scripture, occurs five times in this section.33
Matthew is showing that the circumstances around Jesus’s birth are not isolated to one
seemingly unimportant family but are, instead, connected to the larger story of the people
of God. Specifically, the prophetic words of God are finding their fulfillment, which in
the most basic sense means that God is at work. Matthew locates the occurrence of
Jesus’s birth and the events surrounding it within the Hebrew Bible. Those of us reared in
modern methods might feel allergic to his interpretive moves. Isaiah, Micah, Hosea, and
Jeremiah each had their own contexts within which they were writing, and they were
surely addressing their own contemporary circumstances as well. However,
acknowledging this point illuminates Matthew’s christological hermeneutical approach.
The Gospel writer sees God’s activity as the continuous movement that allows new
interpretations to arise, perhaps an instructive insight for contemporary contexts as well.
He is using a christological lens to interpret God’s work in history. Therefore, the
Scripture fulfillment theme establishes that events in history are not meaningless but have
a soteriological aim. Phrased differently in reference to this project and thesis, theological
weight is carried not simply by proposistional articulation but also by lived experienced.

33. Matt 1:21–23 ties the virgin birth to a fulfillment of Isa 7:14; 2:5–6 quotes Mic 5:2 as an
explanation of Jesus’s birthplace; 2:15 relies on Hos 11:1 as a rationale for the escape to Egypt, and 2:17–
18 cites Jer 31:5 to reflect on the massacre that occurred behind them in Israel. Finally, 2:23 alludes to an
unsure source to explain Jesus’s home in Nazareth.
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The second theme is the action and guidence of the angel of the Lord. The angel
intervenes in this section five times to move the narrative forward.34 The action of the
angel not only serves to move the story forward but also supports the point of the first
theme. God is actively working in the lives of people, particularly in the lives of those
who are in need, which becomes the setting for divine activity.
The third theme is the naming of Jesus. In this short section, Jesus is given eight
different titles and descriptions, including Messiah (1:18), Jesus, one who saves (1:21),
Immanuel (1:23), King of the Jews (2:2), Ruler (2:6), Shepherd of my people (2:6), my
son (2:15), and the Nazorean (2:23).35 Each name unpacks the role of Jesus. He will
save, lead, guide, and nurture God’s people. However, one name in particular shows that
his role and identity go beyond ministerial function. As Matthew makes clear in 1:23 (an
allusion to Isa 8:8), Jesus is not just another judge or leader; rather, Jesus is the
embodiment of God among God’s people. God is with us. It is not difficult to sense that
this story is a mirror of another period when God’s people were in need of deliverance.
Jesus’s birth and the surrounding events remind the reader of the birth of Moses and the
cruelty of Pharoah.36 Joy and suffering are bound together within the story. The prologue
of Matthew and its harsh telling of the nativity recall Israel’s past when God heard their
cry and responded faithfully.

34. In Matt 1:20–21, the angel reassures Joseph to continue in his marriage to Mary. Through the
angel, Joseph is warned both to flee to Egypt (2:13–15) and to return to Israel (2:19–20). Dreams offer
guidance on two occasions, once to Joseph as he is warned to avoid Galilee on his way back and once to
the wise men as they are warned about returning to King Herod. The proximity of these dreams to the other
encounters with the angel lead the reader to view them as divine as well.
35. This wording is taken from the New Revised Standard Version.
36. Luz, The Theology of the Gospel of Matthew, 25.
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These three dominant themes in the prologue of Matthew tell a similar story;
namely, God is active and present with people in the tangible details of life. This
conviction informs the understanding of this contextual theology of pastoral hospice care,
that God remains faithfully active and present even in the hardest circumstances. The
beginning of ministry is to put down roots in contemplation of this foundational
conviction. However, a notable concession in this gospel story is that suffering is not
avoided. There is still loss, and from some perspectives within the story, it is difficult to
see God’s presence or to see a way that the good is overcoming the bad. Interestingly, the
narrative does not wave a pious wand over painful experiences but gives the reader space
to notice the clear moral evil that is occurring. A reflective practitioner will notice that
both God’s revelation and divine hiddenness are present within the same story. The
narrative offers an invitation to sit with this situation and listen not only to the activity of
God but also to the value of the full range of experiences represented. We are given a
model for a contemplative pastoral posture. The question then becomes, how should one
respond?
Theological Commitments: The Call to Compassion
While action is not the object of contemplation, the natural result is to respond
faithfully.37 The shift from contemplation to compassionate response is demonstrated for
us in the beginning of Luke’s gospel, “The Spirit of the Lord is upon me, because he has
anointed me to bring good news to the poor. He has sent me to proclaim release to the
captives and recovery of sight to the blind, to let the oppressed go free, to proclaim the
year of the Lord’s favor.”

37. Hans Urs von Balthasar, Prayer (San Francisco: Ignatius Press, 1955), 288–89.
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Luke places his version of this story, found also in the other Synoptics, at the beginning
of Jesus’s ministry so that it functions as an interpretative lens for what is to come.38
Luke is declaring that the nature and focus of Jesus’s ministry is on these representative
and literal categories of the poor, the captive, the blind, and the oppressed. He strengthens
and concretizes the point in the next passage when he describes Jesus, restoring a man in
Capernaum who was suffering from an unclean spirit (4:31–37). The good news was
coming to people who needed it most. Every encounter with hurting people following this
passage challenges the reader and hearer to consider the tangible nature of the gospel and
gives a framework for approaching the vast experiences of humanity. Jesus’s ministry
receives a special commendation through the first line of the Isaiah passage which reads,
“The Spirit of the Lord.” The presence of the Spirit validates Jesus and his ministry as the
work of God. Luke Timothy Johnson notes that the anointing of the Spirit symbolizes
God’s power displayed in people throughout Israel’s history.39 This anointing not only
reaches backward as a connection to the past but also forward beyond the event of the
resurrection. At the beginning of Acts (1:8), Jesus assures his timid disciples that they too
will receive power through the Spirit to continue his work. The compassionate ministry
begun by Jesus in the synagogue in Luke’s Gospel continues in the work of all disciples
through the Holy Spirit, including those in the present day.
This call to ministry does not set aside the practice of contemplation but is, rather,
rooted in it. Prior to the recorded ministry of Jesus, he is led to the wilderness by the

38. Robert C. Tannehill, Luke, ANTC (Nashville: Abingdon Press, 1996), 90-91.
39. Luke Timothy Johnson, Prophetic Jesus, Prophetic Church: The Challenge of Luke-Acts to
Contemporary Christians (Grand Rapids, MI: Eerdmans, 2011), 42.
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Spirit (Luke 4:1). His forty days of fasting centered on spiritual wrestling through which
he clung to the Father. The image of a tree putting down roots toward life-giving water is
a fitting illustration of what occurs in this passage. How much more important are those
roots in the wilderness? The participation in the compassionate ministry of Christ is an
extension of the practice of contemplation. Alternatively, it is in the contemplation of
God’s presence and activity that we learn how to respond tangibly. These two narratives
of Scripture serve as an invitation to explore the contributions of the contemplative and
incarnational spiritual theologies for pastoral care. They provide grounding for this
approach to practical theology and represent a wealth of resources from which to
continually draw. However, they also invite serious consideration of experiences. The
representative categories mentioned earlier point to the details of lives that are not
inconsequential but rather the location for theological praxis. The compassionate
response grounded in contemplation is to intentionally create space for the stories present
in critical incidents. At this point, I have discussed four aspects of the practical theology
of created space: the formed center, the guiding values, the role of experience, and the
key theological commitments. The next question is to consider the aim of such an
approach. The following section will name four primary goals of the practitioner.
Goals of Created Space
Practitioners are aiming at a deeper understanding and awareness of four areas.
First, we want a better grasp of where and how God is at work. Unavoidably, our formed
center will provide a set of assumptions for what those specifics will entail. However, the
contemplative posture encourages an openness to maturing perspectives that may result
from intentional, patient, and benevolent dialogue. Second, we want a clearer awareness
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of our own convictions and perspectives. Interpretive frameworks are deeply embedded
within the history of our formation. Uncovering the nuances of our own understandings is
an ongoing task for practical theologians. Third, we want a more accurate understanding
of the critical incident and relevant details. We loosen our grip on the attitude that claims
a definitive grasp of the situation based on our previous training or experiences. Instead,
we commit to listening anew. Finally, we want to discern a better way forward. The
importance of naming this goal is that it dislodges us from the prescriptive role in the
situation. While we bring a level of expertise, this position should encourage learning and
discovery rather than squelch it or delay it by imposing uncritical solutions from outside.
Deeper understandings of God at work, of our own perspectives, of the situation, and of
better ways forward provide focus for practitioners offering pastoral hospice care. Now
that an explanation of this approach is offered, the following sections will propose a
model for enacting this theology and then a brief discussion concerning its efficacy for
pastoral hospice care.
The 4-Question Model
While there is a variety of well-documented models for engaging the task of
theological reflection, this project needed an approach that is simple, accessible, and
teachable to those participating in the intervention. Richard Osmer’s four tasks framed as
questions fit my contextual concerns well.40 This reflection process includes the
descriptive task (what is going on?), the interpretive task (why is this going on?), the
normative task (what ought to be going on?), and the pragmatic task (how might we
respond?). This framework is a natural response to the prompting of critical incidents

40. Osmer, Practical Theology, 4.
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common in a hospice context as it leaves room to make interpretive lenses explicit, and it
provides an organic entry point for dialogue with theological sources.41 Osmer’s model is
especially relevant because it moves beyond description and reflection and naturally
encourages intervention. Finally, Osmer’s model is applicable because of its ability to
move between differing theologies. By his own concession, it is not necessary to adopt
his theological position in order to utilize his articulation of the four tasks.42
A challenge implicit in my framework is the potential to create spaces where key
theological convictions are not shared among participants. Discourse can stall when
epistemic categories are confused. For instance, divine revelation exists as one category
and perception as another, but there is not always agreement as to where the line between
the two is located. This is relevant to the normative task of determining what ought to be
going on. While this dynamic is present in any theological conversation, the situation is
potentially more acute in the hospice context, which is not always confined to one faith
community. The result is that there is not always an accessible shared language of
theology and practices for use in dialogue. Finally, there is the potential for overreliance
on one mode of divine revelation to the point that the theological perspective suffers
reductionist pitfalls. These challenges are possible weaknesses but also have the potential
to cultivate rich reflection. The way forward is to name the tendency toward reductionism
in our perspectives and to acknowledge the presence of diverse theological assumptions
41. They offer a helpful warning about operational models stating they tend to become too
unidirectional and do not account for the theological work that is done throughout the whole process. These
authors advocate the need to make explicit the theological lenses at play within every stage and to resist an
overly linear process. Kathleen A. Cahalan and James R. Neiman, “Practical Theology in the Classroom,”
For Life Abundant: Practical Theology, Theological Education and Christian Ministry. ed. Dorothy C.
Bass and Craig Dykstra (Grand Rapids: Eerdmans, 2008), 84.
42. Osmer, Practical Theology, 27.
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in conversations.43 The potential tension in discourse that comes within the created space
is not only unavoidable but can also be beneficial to generating insights. Considering
these challenges, practical theologians must enter the created space with the
contemplative posture discussed earlier. However, it is one thing to talk about difficult
dialogue and created space and another to engage it. Osmer’s model helps concretize this
approach to practical theology. However, more discussion is needed concerning its
efficacy for pastoral hospice care.
Discussion
The two biblical narratives presented earlier provide an opportunity to consider
common concerns for pastoral practice during the end of life. There is at play in these
stories the relationship between God’s presence and revelation and God’s hiddenness.44
In the gospel narratives there is a strong sense that people are encountering God’s
activity. It is through the giving and receiving of the Holy Spirit that ministry is enacted;
in fact, the presence of the Spirit is itself an act of revelation. Similarly, there is a sense
that those belonging to the representative categories of humanity (poor, captive, etc.)

43. William J. Abraham, Jason E. Vickers, and Natalie B. Van Kirk, ed. Canonical Theism: A
Proposal for Theology and the Church, (Grand Rapids: Eerdmans, 2008) is a helpful starting point for
discussing the topic of theological sources. The proposal states that over time the church developed a full
canonical heritage of resources from which to pull for use in the life of faith. A couple of clarifying notes
are necessary at this point. First, the canonical heritage developed as the work of the Holy Spirit. Second,
through the work of the Holy Spirit, the heritage functions soteriologically to restore the church to the
image of God. This second point provides a definition that allows each canon to function in a ministerial
way rather than as an epistemic argument. Finally, canonical heritage refers to the full resources of the
church including scripture, doctrines, church fathers, liturgy, etc. The situations in which pastoral care is
offered are numerable, and the faith backgrounds we encounter are equally as varied. Pulling from the full
array of sources, or at least developing an awareness of these sources, is a necessary ministerial approach.
The contribution of the Canonical Theism proposal is a reminder of the breadth of resources the Holy Spirit
has made available for the work of God’s ministry.
44. Hiddenness here refers to an experiential phenomenon of the felt absence or unavailability of
God, especially during times of suffering. Michael C. Rea, The Hiddenness of God (Oxford: Oxford
University Press, 2018), 18–19. See Rea for further discussion on the hiddenness problem.
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encounter divine activity through Jesus’s ministry, which is Spirit-led. Finally, there is
the fulfillment of Scripture within the story that serves as a revelatory reference for the
new work of God. These experiences offer points of reflection for the ways in which God
makes Godself accessible.
However, there is also implicit within the story a strong sense of God as
unknown, or even hidden. Each of the representative categories in Luke and the people in
the background of Matthew’s Gospel experience isolation, substantial life limitations,
potential shame, and distress. These people are portraits of suffering. They are lives in
which closeness with God may not be realized. Similarly, within Jesus’s own life, he
receives the anointing of the Spirit but not before a time of seemingly experiencing God’s
silence in the wilderness. Each life within this narrative offers an invitation to immerse
oneself in an array of worldviews.45
This problem of hiddenness among others, such as the problem of evil and
suffering, are common to end-of-life situations.46 They are acute pastoral questions
oriented from a multitude of formed centers within the context of distress. The
combination of analytic inquiry and spiritual searching create a unique pastoral challenge.
The practical theology of created space provides guidance in approaching these
situations. First, what does my formed center tell me about God’s presence or absence?
Taking the time to work out these reflections during times of calm clears the way for
attending to the intensity of the moment. Second, what is the actual concern and

45. Stump, Wandering in Darkness, 374.
46. For detailed discussions on the problem of evil and suffering see Alvin Plantinga, God,
Freedom, and Evil (Grand Rapids: Eerdmans, 1977); Richard Swinburne, Providence and the Problem of
Evil (New York: Oxford University Press, 1998); and Mark Wiebe, On Evil, Providence, and Freedom: A
New Reading of Molina (DeKalb, IL: Northern Illinois University Press, 2017).
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experience of the person in the conversation? Answering this question requires the values
of investment and patience to help another navigate the challenge of clearly articulating
central concerns during distress. Third, the guiding value of benevolence becomes
indispensable to create space to freely express the concern without fear of repercussion.
Matters that touch on central beliefs (such as those relating to God’s nature and activity)
are particularly susceptible to emotional barriers and misunderstanding. Created space
provides the necessary holding pattern to address and express concerns as acute as the
problem of hiddenness. The purpose of this brief discussion is simply to present a
concern especially relevant to end-of-life contexts and particularly acute in intensity to
demonstrate the efficacy of a practical theology of created space as a response. A full
theological exploration of the specific topics is beyond the scope of this thesis.
Summary
The practical theology of created space attends to the questions raised by critical
incidents and contexts by cultivating dialogue among another’s experiences, present
concerns, and our own formed center through conversation with the resources of spiritual
theology. This confessional approach is grounded in the conviction that God is active and
present within our experiences and that we are called to participate in the compassionate
ministry of Christ. Investment, patience, and benevolence serve as the guiding values.
The stated goal is to develop deeper levels of understanding and awareness, resulting in
better ways forward in pastoral care. While various models are worth exploring, this
project utilizes Osmer’s 4-question model to substantiate this framework. In the next
chapter I will describe how this construct was enacted in the project intervention as well
as the methodology used to collect and analyze the data.
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CHAPTER III
METHODOLOGY
At this point, I have given both an overview and thick description of my ministry
context at the nonprofit organization HOBC. I have also presented the conceptual
framework of practical theology as a way to attend to critical incidents in conversation
with God’s activity and revelation and as an approach to offering informed responses. In
chapter 1, three points of data revealed a gap in the practices of the team and presented an
area for enhancing current approaches to spiritual care. The problem that this project
sought to solve is a lack of a protocol to assess the spiritual concerns of patients and
families of the HOBC. This project sought to address the gap of awareness in multiple
areas and enhance the current approaches for providing substantial, informed, and
confident spiritual care. This section will describe the methodology utilized for
approaching the identified problem and for developing a protocol as a response.
Qualitative Research
I used qualitative research methods in developing a spiritual care protocol by
engaging the assistance of a design team consisting of members of the organization’s
volunteers. A qualitative approach is preferred over quantitative methods because its
starting point is conducive to the nature of the problem as “qualitative research begins
with a general field of interest rather than a specific hypothesis.”1 A more substantial

1. John Swinton and Harriet Mowat, Practical Theology and Qualitative Research (London, UK:
SCM Press, 2016), 50.
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protocol for spiritual care arises inductively from those within the context rather than
from an externally imposed hypothesis. John McLeod offers a workable definition for
qualitative research:
Qualitative research is a process of careful, rigorous enquiry into aspects of the
social world. It produces formal statements or conceptual frameworks that
provide new ways of understanding the world, and therefore comprises
knowledge that is practically useful for those who work with issues around
learning and adjustment to the pressures and demands of the social world.2
A key phrase of the above definition is “practically useful.” It is the hope of this project
that the spiritual care protocol and the potential insights gained from it will have direct
application to the care practices of this hospice team. A qualitative approach not only
focuses on practical knowledge but also creates space for the idiographic knowledge
implicit in this context. There are common themes in end-of-life circumstances, but every
experience has unique meaning and importance to each person and family. Qualitative
research views idiographic knowledge as legitimate and assumes that there is meaning in
unique experiences.3
Within this broader methodology, I utilized participatory action research, which
focuses on solving an identifiable problem within an organization or community.4 Action
research involves people in the process of reflection so that they become part of the
solution and not merely objects of study, as in conventional approaches.5 This framework
is conducive to generating insights and increasing a sense of ownership of proposed
solutions among the participants. In this respect, the process itself becomes a mechanism
2. John McLeod, Qualitative Research in Counseling and Psychotherapy (London: Sage, 2001), 3.
3. Swinton and Mowat, Practical Theology and Qualitative Research, 41.
4. Sensing, Qualitative Research, 59.
5. Swinton and Mowat, Practical Theology and Qualitative Research, 212.
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for change. This section will unpack the qualitative methods that were utilized to collect
data, enact the intervention, and evaluate the process and results.
Project Intervention and Participants Overview
The design team met once a week for six one-hour sessions in order to develop a
spiritual care protocol for the assessment of spiritual needs/concerns of patients and
families on our hospice service. The timeline of the sessions was confined to six weeks
due to the availability of our meeting space and the uncertainty of whether meeting could
continue due to Covid-19-related restrictions.6 Meetings were held in the organization’s
boardroom from 16:00-17:00 on Tuesdays. Each session began with a short review of the
previous meeting and an opportunity for participants to add any clarifications or
reflections to their contributions. Sessions encouraged discussion through the use of
question prompts or more formal processes such as appreciative inquiry, although lecture
format was also utilized to present frameworks or relevant tools. The goal of the sessions
was to produce a final artifact, which was a short document containing a protocol for
assessing the spiritual concerns of the patients and families of the HOBC.
There were several Covid-19-related precautions stipulated by the executive
director before approval was given to meet. Sessions could not begin until the paid staff
were again meeting at the office in person.7 At the start of each session, participants were
screened for Covid-19 symptoms and their temperatures were taken and recorded. Six
feet spacing between seating was required and masks were mandated.
6. The option of meeting virtually was discussed with the key informant, but we decided the
learning curve and access to appropriate technology would present too substantial an obstacle and
distraction for this particular group.
7. Prior to February, paid team members were using their homes as offices and leaving from there
to see patients in order to isolate from each other as a precaution against viral spread. February was the
month the team was given permission to resume meeting in person at the office.
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I used purposive sampling to assemble a design team of ten people.8 This group of
volunteers was hand selected with the help of the volunteer coordinator (hereby referred
to as the key informant), who also attended most sessions.9 My role in the group was as a
guide, facilitator, and the qualified member of the spiritual care discipline. The executive
director requested clarification about the qualifications of the team to address the topic
spiritual care. I explained the qualitative process and the role of the volunteers in
providing their experiences from within the organization. After I described the rationale
for the team’s selection and my role as the qualified practitioner, the director of Hospice
granted permission to proceed with the project. Eight of the volunteers were women and
two were men.10 One of these men, Burt, was at the time also a paid staff member in the
role of bereavement coordinator. However, he expressed great interest in the project and
requested to join the team. He was mindful that his presence might change the dynamics
of the group, but with help of the key informant, it was decided that his attendance would
be beneficial and that preexisting relationships between him and other members would
allow for an easy integration. Each volunteer had experience in the organization within
the timeline of their involvement, ranging from three to twenty plus years. All
participants were over the age of sixty-five years-old and were of white/Caucasian
ethnicity, which is representative of the full volunteer population. Five of the volunteers
were also present in the initial group who were interviewed on July 31, 2019, to create a
context-specific picture of care and needs. Rationale for changes included health

8. Sensing, Qualitative Research, 83.
9. A key informant brings practical wisdom within the organization to select participants on the
basis of interest in the project, aptitude to participate without dominating discussion, and availability.
10. There were twelve people on the team, including the key informant and me.
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concerns, one taking on the role of caregiver for a family member, one having a work
schedule conflict, and the discretion of the key informant as she attempted to assemble a
conducive group for participation in open and balanced discussion.
All of the participants knew each other prior to the project and have interacted
with each other in their volunteer roles. With a few unavoidable exceptions, session
attendance was consistent. The following chart describes each volunteer’s role along with
any noteworthy details.
Name
Don

1)
2)

Georgie

1)
2)

Clara

1)
2)

Judy

1)
2)

Teri

1)
2)

Ann
DeDe
Kathy

Role
Visits patients in living
facilities who often have
dementia
Member of the We Honor
Veterans Program
Visits patients in living
facilities who have dementia.
Makes quarterly bereavement
phone calls
Makes quarterly bereavement
phone calls
Eleventh Hour Volunteer who
will occasionally sit with
patients in their final moments
Visits patients
Member of the We Honor
Veterans Program
Volunteer receptionist in the
office
Calls patients and families to
check if they need supplies for
the weekend

1) Visits patients
2) Helps with bereavement
luncheons and various events
1) Visits patients
2) Cuts patients’ hair when they
cannot go out anymore
1) Member of the pet therapy
team
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Key Details
1) Married to Georgie
2) Has a history of multiple recent
losses and family crises
1) Married to Don
2) Has a history of multiple recent
losses and family crises
1) Has been a volunteer for 10 years

1) Expressed interest in volunteer
chaplaincy
1) Used to work at WTRC
2) Has lost two husbands
3) Helps with the grief support
group
1) Long-time friend with DeDe
1) Long-time friend with Ann
1) Will often bring her dog to
support staff

Janet
Burt

Key
Informant

2) Eleventh Hour volunteer
3) Helps with bereavement
luncheons
1) Delivers flowers to patients
2) Helps with bereavement
luncheons
1) Bereavement coordinator at
time of project
2) Member of We Honor
Veterans team
1) Volunteer coordinator at time
of project
2) Helped recruit design team

2) Has personal history of close loss
1) Husband was on hospice at a
different organization
1) Career pastor
2) Has clinical training related to
counseling
3) Has been with organization
almost ten years
1) Has been with organization for
fifteen years
2) Has a strong reputation with
volunteers

Figure 4. Design Team Dynamics
Having described the dynamics of the design team, I will now turn to a more detailed
description of each session.
Session Descriptions
Session 1: February 23, 2021
The first session introduced the team to the problem, purpose, and structure of the
project intervention and allowed time for questions, concerns, and preliminary
suggestions. Participation protocol was made explicit and the consent forms were
reviewed together with time alloted for the volunteers to read the document.11
Specifically, the voluntary nature of the sessions were emphasized and participants were
informed that they could decline to answer any question or withdraw from the group at
any time. Attention was given to the section on risks, and volunteers were informed who
would be reading session material and the final protocol. After consents were collected, a

11. See appendix D for consent form.
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tentative schedule of the sessions was handed out in order to provide a broader
perspective on the scope of the intervention.12
Following the introduction, the team engaged in an appreciative inquiry
exercise.13 This exercise used a structured interview approach.14 The three primary
questions asked were: Can you describe a time when you felt spiritually full or nourished
or in a good place? What are some key lessons about spirituality that you have learned in
your life? What are some key messages of hope you would want to communicate to our
patients and families, especially those who are struggling? The stated goal was to provide
the team space to reminisce about the resources available for positive change and to
surface other strengths that may not be at the forefront of people’s minds.15 The team was
encouraged to listen to each other’s experiences as a way to discover what the team
already knew about the topic of spirituality. The secondary goal of participating in an
appreciative inquiry exercise at the beginning of the intervention was to generate
excitement and constructive momentum for future sessions.
Session 2: March 2, 2021
The goal of session 2 was to introduce the team to the theological construct that
would be employed to guide the protocol as well as the practical 4-question model. Burt
and Clara were unable to attend. The session began with a review of the broader goal of
the intervention to put together a document that will help the team better assess and

12. See appendix F for session schedule handout.
13. Diana Whitney and Amanda Trosten-Bloom, The Power of Appreciative Inquiry: A Practical
Guide to Positive Change (San Francisco: Berrett-Koehler Pub., 2010),1. See appendix A for questions.
14. Mark Lau Branson, Memories, Hopes, and Conversations: Appreciative Inquiry, Missional
Engagement, and Congregational Change (Lanham, MD: Rowman and Littlefield), 76.
15. See appendix A for appreciative inquiry questions with additional prompts.
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respond to the spiritual needs and concerns of people and families on hospice service.
This review was followed by a recap of the previous session. Participants were reminded
that the exercise was meant to encourage the team to start the task with their own
experiences. I explained that the rationale of this starting point was to increase their
awareness of their own spiritual journey and foster a deeper awareness of others’
journeys. In an attempt to move the group toward considering the need for a theological
construct and practical model, I suggested that the main focus of this session be to reflect
on how we respond when we encounter an incident, concern, or person in distress. I
offered this guided question as a prompt: “Can you think of an interaction with a patient
or family that left you puzzled or made you think that maybe there is more going on
here?” I then offered two short case studies from my own spiritual care interactions as a
way to focus reflections. The design team engaged with increasing momentum as they
shared their own experiences. I decided that the value of the qualitative data along with
the current openness of the group justified a shift in the planned schedule. The session
became a time of reflections on experiences, and the theological construct and practical
model were not addressed.
Session 3: March 9, 2021
The goal of the third session was to present the theological construct and the 4question model and to encourage the group’s reflections and reactions to this new
information. The agenda of this meeting shifted from the original schedule due to the
extra time allotted to sharing experiences in the previous session. I began with a short
review of our guiding question from session 2 and our focus on puzzling incidents. The
format emphasized lecture due to the need to present larger sections of material. Before
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the presentation, I introduced the idea of standing on the balcony to observe our own
experiences.16 This distanced approach allows a person to look at a situation and observe
what happened and what patterns were at play. I encouraged the team to think back to
their puzzling situations and ask themselves how they made sense of it. The goal was to
develop awareness not only of the nature of the experiences but also the processes that
were at work as they responded in those circumstances. This conversational framing
allowed me to explain the role and purpose of the theological constructs and 4-question
model before exploring the details.
I described the role of the theological construct of practical theology as the
wooden framing of a house that gives a sense of structure and layout to the protocol. In
order to make the construct accessible and reviewable in a compact form, I provided the
design team with a handout titled “A Practical Theology of Created Space.”17 I began
with a modified definition from that stated in chapter 2: practical theology is the task of
understanding and participating in God’s work in people’s lives by asking what is really
going on, planning a response in light of our faith and reflections, and then evaluating our
work. This modified definition sacrificed some of the nuance of the official version
because, with the exception of Burt, the design team had no theological training. I needed
accessible terminology in order to move the intervention forward. After elaborating on
the modified definition, I introduced the metaphor of a tree putting down roots and
finding sources of water. This metaphor described our intended process to be an effort to

16. Ronald A. Heifetz and Marty Linsky, Leadership on the Line: Staying Alive through the
Dangers of Leading (Boston, Massachusetts: Harvard Business School Press, 2002), 53.
17. See appendix F for handout.
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understand what is really happening beneath the surface and an attempt to pay attention
to what God is currently doing as opposed to searching out new theories or methods.
I named the goal of the process as creating space, which means creating room for
reflection between our beliefs and what we are experiencing and for thoughtful and
compassionate care. I explained that this posture requires investment, patience, careful
observation, and benevolence. Investment entails asking ourselves if we are really
committed to paying attention when we enter situations. Patience can mean surrendering
our drive to make an interaction progress as we want it to. Careful observance is a
reminder to take note of even the small details. Finally, benevolence is a commitment to
our patients and families even if they are hostile to what we believe.
I continued refereing to the handout and nuanced the concept of a deeper
understanding and awareness. There are four primary areas we want to nurture. First, we
are looking for a deeper understanding of God and what God is doing. Second, we want a
deeper awareness of our own convictions and perspectives. I reminded the team about
how this thought connected with our goal of session 1. We want to take our assumptions
and make them explicit. Third, we want a deeper understanding of the situation. I did not
want the group to miss this seemingly obvious point, so I offered the example of anger.
When we encounter a person who presents with anger, there is the strong possibility that
other underlying factors are present in their lives. We approach situations with the
question, what is really going on here? Fourth, we want a deeper understanding of a
better way forward. I reminded the team of how the purpose of this project intervention
seeks to enhance the mission of the organization to provide the best quality care.

57

At the end of the handout, I listed five theological convictions guiding the
framework. First, God is with us. Second, mature spiritual care starts with contemplating
who God is. Third, God reaches into and is active in ordinary experiences. Fourth, we are
called to participate in the compassionate ministry of Christ. Fifth, people’s experiences
are valuable. Each of these convictions correspond to the contributions of the
contemplative and incarnational spiritual theologies described in chapter 2. I included at
the bottom of the handout a transitional question that was intended to focus the team
toward the 4-question model, how do we begin to do this?
I reviewed the role of the theological construct in providing a guiding framework
for developing and navigating the protocol. At this point, I shifted back toward a
discussion format and asked the team to again consider their puzzling experience from
the perspective of the balcony. My goal was to encourage them to make explicit, after the
lecture, their own guiding frameworks. The team engaged with further reflections on their
previously mentioned experiences but with a heavier emphasis on considering why things
were happening in their situations.
After a notable pause in responses, I directed the team’s attention to a second
handout that summarized the 4-question model.18 I presented the model as a workable
approach with which to enact our previously discussed framework and through which to
navigate puzzling situations. I offered brief comments on each question and then
encouraged feedback. The team demonstrated a shift in thinking by offering primarily
pragmatic answers. However, the volunteers showed an inclination to focus on specific

18. See appendix H for the 4-question model handout.
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examples within the different questions in the model as opposed to analyzing the model
itself from a balcony perspective.
Session 4: March 16, 2021
The goal of the fourth session was to lead the design team toward putting together
the protocol document by providing them definitions and information about current
assessment tools and approaches. I began with a review of the previous three sessions. I
then presented a reflection question for the team to answer at a later point in the meeting:
thinking of a time of loss or hardship in their life, how did they want to be supported? My
aim with this question was to encourage the team to empathetically consider, drawing on
their own experiences, the details that are important to notice when supporting a grieving
or hurting person.
Turning toward the existing assessment tools, I provided the team with a handout
highlighting assessment categories, two common tools, and prompts to encourage the
development of our protocol draft.19 The handout differentiated among the three
categories of spiritual screens (initial assessments), spiritual histories, and assessments. I
gave attention to the FICA and HOPE tools as points of reference due to their
popularity.20 Finally, I directed the team’s attention to the concept of assessments proper.
This category represents an ongoing process, as opposed to the other categories which
typically occur once during admission onto hospice services. Assessments best describe
the work of the spiritual care protocol since the aim is to continually discern, interpret,
and evaluate spiritual, emotional, and relational needs, hopes, and resources.

19. See appendix I for the assessing the assessments handout.
20. Mark LaRocca-Pitts, “FACT, a Chaplain’s Tool for Assessing Spiritual Needs in an Acute
Care Setting,” Chaplaincy Today 1 (2012): 25-32.
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Additionally, assessments have a pragmatic component as they turn attention toward
goals and interventions. I reviewed the four main approaches to measuring these
concerns, including chart audits, national surveys, questionnaires, and conversationalintuitive approaches. I highlighted the last approach as most conducive to our work in the
protocol and connected the idea of intuition to several of the comments made in the
previous session. There was general agreement concerning the group’s fit with intuitive
approaches.
At this point in the meeting, the team began to raise specific questions regarding
who we were picturing in our interactions, patients or family members. These thoughts
led to pragmatic responses concerning dementia patients, thoughts on the support of
caregivers, and reflections on specific needs related to the pandemic. The conversation
had become less focused on types of assessments and naturally realigned to assessing
specific needs and concerns within particular groups. After the group’s responses, I
offered summary comments on the information provided in the session. I reiterated that
our protocol fit within the category of intuitive assessment and reviewed what that
entailed. Finally, I reworded our goals of our team in writing the spiritual care protocol:
to create an environment where assessment and informed responses can happen, to
explicitly name important considerations, to articulate our approach, and to build our
intuitive skills in assessing and responding to people on our service. We did not have
time to address the reflective question posed at the beginning of the meeting.
Session 5: March 23, 2021
The goal of session 5 was to review insights from previous sessions and begin to
compose a working draft of the spiritual care protocol. Prior to the session, I reviewed
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notes and recordings listening for first impressions, concerns, themes, and patterns. Using
these notes, I wrote a spiritual care protocol worksheet and gave special clarification to
the group that this was not meant as a draft but simply as a document to give us a
practical foothold in order to move toward a draft.21 The sections of the worksheet
included purpose and scope, definitions, values, our intuitive approach to assessment (4question model), helpful assessment questions, possible interventions, and times to refer.
Under each section, I included lines for the team to make notes as we worked our way
through the document. The team had general questions about the doctoral project, so I
offered some orienting comments concerning the place of the intervention in the program
as well as my own progress in the process.
Turning to the document, I read through the worksheet once so that the team
could see the larger picture uninterrupted. Next, I paused for the design team’s feedback.
There were some specific suggestions regarding dementia patients offered. I then gave
suggestions on a few areas that could benefit from expansion. Finally, I encouraged the
team to enter into a time of evaluation beginning with three broad questions: what are
your initial thoughts, is this representative of you, and do you feel like your thoughts are
being put into this? There were generally positive comments followed by one negative
piece of feedback that the verbiage was over the person’s head and did not feel relatable
to that person’s life. There was also a clarification question concerning the guiding
metaphor. After some discussion, I guided our focus to the section on values, which led
to an in-depth and emotionally charged conversation concerning honesty and the ethics of
divulging diagnosis or hospice status to a person when a family wants it kept quiet. The

21. See appendix J for the spiritual care protocol: worksheet handout.
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following were editing suggestions at the end of the session. The values of love,
kindness, respect, honesty, and patience were articulated. There was a need to elaborate
and clarify the value of honesty. Additionally, the word “love” was suggested in place of
“benevolence.” There was also a need to elaborate upon the guiding metaphor. Under the
definitions section, there was a need to include the words belief and/or faith in the
description of spirituality. The terms intrinsic and extrinsic religiosity did not function for
the group and created confusion. Examples were needed for spiritual distress and spiritual
care. Under the section on the 4-question model, there was a need to add descriptions and
explain its purpose in the process. Finally, touch was suggested as a possible intervention
for dementia patients.
Session 6: March 30, 2021
The goal of session 6 was to review, revise, and evaluate the first draft of the
spiritual care protocol. I reviewed again the recordings and notes from previous sessions
along with the design team’s suggestions from session 5 and wrote the first draft of the
spiritual care protocol.22 Notable changes included the addition of a guiding metaphor
that arose from the group, elaborations on the purpose and scope section, adjustments to
the definitions section to make terms more accessible, clarification of the values section
with the addition of accompanying Scriptures, elaboration on the 4-question model,
additions to the interventions section, and specific examples to the referral section.23

22. See appendix K for the spiritual care protocol: first draft.
23. I added my own contributions when technical knowledge was required in order to meet the
concerns of the executive director that the project be led by a qualified member of the spiritual care
discipline.
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Finally, I added a section called “Special Consideration” to offer guidance in navigating
situations where differing beliefs are present.
At the beginning of the meeting, I briefly reviewed the last session and my
process moving toward the first draft. I gave to the design team copies of the evaluative
group interview questions and explained that these questions would guide our time
together.24 I reviewed each question and then explained that the next step in the process
was to consult an outside expert from the organization who would offer additional
feedback. I informed the team that one of our experienced social workers had agreed to
serve in this capacity. The team’s reaction was unanimously positive since this social
worker has a good working relationship with the volunteers.
The format of this session was to read a section of material and then pause for
feedback and comments. At the end of the document, I restated the evaluation questions
that had served as a guide and invited final comments. The design team engaged in a final
discussion and then closed with prayer. The following sections will describe the process
used for data collection and evaluation.
Data Collection
The data for evaluation were generated from the design team’s comments during
the previously described participatory sessions. As the researcher, I coded the entries in
my field journal as well as the transcript from each recorded session by searching for
developing themes among insights.25 I relied on the earlier study of my ministry context
to screen the design team sessions using the following themes of needs and care:

24. See appendix B for evaluative interview questions.
25. Coding is the process of marking a record with an identifying key feature that is later used for
organizing the data for analysis. Moschella, Ethnography as a Pastoral Practice, 137.
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relational, physical, spiritual, and psychosocial. In addition, the theological model of the
4-question allowed critical incidents to be coded by the intention of the one telling the
experience. For instance, are the participants offering a general description or are they
giving a suggestion on what might be done in the future? The shared experience was
labeled as either descriptive, interpretive, normative, or pragmatic with the concession
that mixed categories would likely arise. These initial themes created a framework for
data collection with the understanding that new themes would likely emerge as the
sessions progressed due to the inductive nature of participatory action research. Likewise,
the theological framework of this project, which emphasizes created space for listening,
encourages this constructive process. I made note of comments that moved the group
toward the stated goal as well as those that appeared to sidetrack the project. I searched
for points of collaboration between recorded team contributions and the final artifact and
also searched for any divergences or silences in the artifact where participants’
contributions were left out or where anticipated themes did not surface. The participants
were given a short time at the beginning of each session to review the progress, insights,
and decisions of the previous session, which allowed them to make qualifications or
corrections. At the end of the final session, the team participated in an evaluative group
interview focused on the quality of the end product as it reflected the stated goal.26
Finally, an outside expert was given a copy of the final protocol along with the evaluative
group interview questions and allowed time to offer a reflexive critique through written
comments. Two specific tools were used for the data collection process, which the next
section addresses.

26. See appendix B for evaluative interview questions.
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Field Notes
Throughout the intervention, I used a two-column approach to keep a field
research notebook.27 Each entry included the date, time, observations written in
summative format, and a section for reflexive comments.28 Key details for observation
included emotional inflection behind comments, open or closed body language indicative
of emotional reactions, constructive comments/critiques, and relational dynamics
throughout the process. Due to the need to facilitate sessions, I recorded each summative
entry directly after the end of the session. I learned that the sensitive nature of the
conversations often necessitated attentive listening and body language, including
intentional eye contact. This dynamic made consistent notetaking a challenge. In order to
compensate, I typed a full transcript of the audio recordings.
Audio Recordings
Audio recordings were made of every session using an Olympus hand recorder in
order to include additional comments and cross reference the reliability of the verbatims.
The consent forms signed at the beginning of the intervention specified the use of a
recording device. Participants were reminded at the beginning of each session about the
recorder and that permission was voluntary. The Olympus hand recorder was reserved for
this project and was stored with the field journal in my office where it was not readily
accessible to volunteers or other members of the hospice team.29 The evaluation process
for this data is discussed in the next section.

27. Moschella, Ethnography as a Pastoral Practice, 118.
28. See appendix E for blank field note example.
29. See appendix C for data protection protocols.
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Data Evaluation
This intervention relied on data triangulation for evaluation using the angles of the
researcher (me), insiders (design team participants), and an outside expert (experienced
social worker).30 It is worth noting that there are three other forms of triangulation,
including investigator, theory, and methological.31 Investigator triangulation relies on the
comparison of the notes and interpretations of multiple researchers, which is beyond the
scope of this thesis. Theory triangulation offers mulitiple perspectives on one set of data
to the exclusion of others. I did not want to constrict my study this closely. Finally,
methodological triangulation is better suited to quantitive studies than to the qualitative
method used in this project.32 Considering the above, I determined that data triangulation
is most conducive as an approach to data evaluation.
Researcher Angle
As the researcher, I coded entries in my field journal and audio transcriptions in
order to identify themes and patterns. My coding process involved six steps. First, I
reread my prospectus with special attention to the theological construct, problem
statement, and purpose statement. My goal was to reorient myself to the larger
framework and goals of the thesis before I looked at nuanced details. Second, I created a
code index using Excel to highlight the themes articulated in chapter 1 and the 4-question
model. Third, I read through the audio transcript one session at a time and coded for types
of experiences and comments using the categories from the 4-question model. Fourth, I
30. “Data triangulation–the use of a variety of data sources in a study. For example, comparing
and contrasting data from observation, documents of official records, and interviews” (Sensing, Qualitative
Research, 73–75).
31. Sensing, Qualitative Research, 73–74.
32. Sensing, Qualitative Research, 74.
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read through the audio transcript one session at a time and coded for types of needs and
care. Fifth, I reread through each session of the audio transcript, one at a time, to identify
new themes and gaps that emerged organically. Sixth, and finally, I read through the field
notebook and cross-referenced it with the audio transcipt, searching for any missing
themes or gaps not previously identified.
In addition to coding themes and patterns, I recorded my reflexive summaries and
interpretive comments. First, I collected each summary at the end of each session and
added it to a single Word document so that they could be analyzed together. Second, I
wrote my interpretive comments in the corresponding margins of the audio transcriptions.
The purpose of these summaries and comments are to add qualitative weight to the code
index and to aid in assigning qualitative importance to various contributions during the
sessions.
In addition to coding and recording, my role as the researcher and qualified guide
meant that at the end of the project I used the team’s insights, discussion, as well as my
own expertise as the team’s chaplain to write a first draft document that identifies a
protocol for assessing the spiritual concerns of the patients and families of the HOBC.
This artifact represents a summary of multiple perspectives within the organization.
Insider Angle
The design team offered feedback on the contents of previous sessions at the
beginning of each meeting. During each session, the volunteers were given pens to record
thoughts and handouts to keep for further reflection. The design team participated in
offering insights, critiques, and questions to the protocol worksheet. Finally, they
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evaluated the first draft of the spiritual care protocol during the last session of the
intervention through the use of group interview evaluation questions.
Outsider Angle
After the writing of the first draft of the protocol, I gave a hard copy to a social
worker on the larger hospice team for feedback from her disciplinary perspective. A copy
of the evaluation questions given to the design team were provided as well to help give
focus. When I approached the social worker with a request to serve in this role, I gave a
brief orientation to the purpose and process of the project. This social worker is uniquely
qualified to serve in this role due to her training (licensed on the graduate level), her
educational background in psychology, her role in administering assessments, and her
experience in the organization (five years). She completed her evaluation and returned
her copy with written feedback on the margins.
Summary
In this chapter I described the six session project intervention that resulted in a
document called the spiritual care protocol. I used participatory action research to collect
data with the help of a design team. I recorded contributions from participants in a field
journal using a set of initial themes. Audio recordings were made of every session as a
supplement to the field notes and I wrote a full transcription. The insights, reflections,
and edits that culminated in the collaborative writing of a physical document were then
evaluated through data triangulation. In the next chapter I will address the results and
findings of the process.

68

CHAPTER IV
FINDINGS AND RESULTS
The above sections outlined the theological construct as well as the proposed
methodology utilized to address the gap and opportunity for enhancement in
organizational practice. Specifically, these frameworks addressed the lack of a protocol to
continually assess the spiritual concerns of patients and families of the HOBC. The
purpose of this project was to work with a team of volunteers to develop this protocol in
order to assist members of an interdisciplinary team to offer more informed responses to
spiritual care needs. This chapter will discuss the design team’s key contributions for
formulating the spiritual care protocol that emerged when coding the data. Three broad
categories with subthemes are considered: faith/spirituality, specific care, and special
considerations.
Faith/Spirituality
The presence of the category of faith and spirituality in the data is anticipated due
to the nature of the project intervention. However, three important subthemes naturally
arose that guided the approach of the protocol document. The following sections will
discuss the subthemes of dissonant beliefs, living out the faith, and presence and
providence. In addition, I will address an identified gap in my coding for future
consideration.
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Dissonant Beliefs
Interacting with patients and families with differing beliefs or no religious belief
was a challenge and dissonant experience for the design team. During the second session,
volunteer member Judy captured well the struggle of knowing how to counsel patients
with divergent beliefs as she shared a story of a woman with whom she would visit
I had a lady who decided to end her life. And I ended up visiting with her and she
made that decision to just stop eating and . . . no medicine. And we were taking a
walk, she was in a wheelchair, and she shared that in her younger years she had
been a believer and she thought she had wanted to be a nun. But then things
happened in her life, and she just put God aside. But then she looked at me and
said, ‘Do you think I’m going to go to hell, because I’m basically killing myself
because I’ve decided instead of letting God [take me in his timing].1
This experience made a significant impression on her, and she would return to it in the
third session as we practiced the balcony view approach. The key informant also shared
an experience where on two separate occasions a man and a woman who identified as
agnostic came to her requesting to go through the volunteer training and wondering if
there was a place for them. Our key informant reflected on what drew them to the
program and on her own assumptions that a volunteer would be a person of faith. Don
shared during two different sessions that, for him, the visit is easier when he knows that
the person is a Christian. Likewise, he has a difficult time knowing when someone is not
a Christian or does not want spiritual support. During the second session, team members
Georgie and Ann asked how chaplains handle going into homes as a pastor when they are
not allowed to be a pastor in those situations. This sampling demonstrates the dissonance
felt by the group in relation to responding to divergent belief systems.

1. Intervention transcript, session 2, 12.
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As the design team reflected on this point, the conversation developed two
nuances. First, there was a sense of needing to respond faithfully in light of their own
beliefs. In two separate sessions, Judy shared that private prayer was part of how she
handled her situation. Don expressed on two occasions that he believed that those
situations of encountering someone who was not a Christian was a time to listen for an
opportunity to share about faith. Being able to talk about faith was important to him, and
he had shared that he quit volunteering at another hospice because they had instructed
him to stay neutral about beliefs. While Don and Judy were the most vocal on this topic,
they represented the heart of the group in wanting to respectfully share faith and hope
with others. Burt would later echo this point, explicitly stating that at some point
everyone who asks deserves to hear a nonjudgmental, clear, honest, and biblical answer
about what we believe.2 These thoughts illustrate the design team’s desire to give
spiritual care from a confessional position and to offer sensitive yet genuine responses to
their patients and families.
The second nuance that developed was a need to rationalize why a person would
not believe in God. The concept of disbelief was challenging for the group, and they
chose to view it as a negative reaction. The problem of suffering became their primary
explanatory lens. DeDe articulated this position well: “I think there’s a lot of hurt in their
lives. The ones I’ve been around. So much hurt that they cannot see through the goodness
that God has done for them, so they assume that there’s not a God.”3 This sentiment was
received with approval from the group and echoed by Georgie and our key informant.

2. Intervention transcript, session 3, 24.
3. Intervention transcript, session 3, 21.
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While we did not address the credibility of this reasoning, Burt did offer a corrective
comment in encouraging the group not to presume why someone may have disbelief.4
These conversations around divergent beliefs and spiritual care resulted in the
section at the end of the protocol document titled “Special Consideration: Do I Have to
Put Aside My Beliefs to Offer Spiritual Care?” This section rehearsed the organization’s
commitment to providing spiritual care to all on hospice service regardless of belief
background. I wrote two commitments to act as safety rails to protect dignity. First, to
respect each person’s journey, even if it diverges substantially from our own. Second, to
create a safe environment for care where patients and families do not feel guarded or
defensive about their beliefs/values/spirituality. I then answered the question of whether
it was appropriate to share personal beliefs with a qualified yes. Six guidelines were
provided for those situations.5 The goal of this section was to provide a resource for
engaging spiritual care from a confessional position. During the sixth session, this
addition received approval from the group. This consideration of interacting with
differing belief systems is connected to the second subtheme, to which I will now turn.
Living Out the Faith
This design team felt strongly about providing care as a result of their faith.
Living out their faith was expressed as sharing personal experiences, listening (to God
and others), showing kindness and gentleness, praying, serving as God’s hands and feet,
and witnessing. Some members of the team strongly represented one aspect over others,

4. Intervention transcript, session 3, 24.
5. See appendix K.
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but there was accompanying agreement from other team members, which gave the
justified conclusion that these expressions represented the larger group.
Naturally, the mode with which people identified of sharing faith seemed
connected to the way they had come to faith or been strengthened in their own spiritual
lives. In session 1, Clara voiced that she believed one of the best ways to share hope was
by telling stories of how God has brought her through specific trials.6 This sentiment was
echoed by Teri. Both of these women have specific stories of trials in their lives. Clara
had shared about a surgery to have part of her lung removed. Teri has shared openly
about the loss of two husbands. Don represented the strong emphasis on witnessing. He
shared in the first session that he had converted to his faith when a pastor came to his
home and clearly explained the faith to him.7 Burt had also emphasized clearly explaining
faith to those who ask, and it is worth noting that he had spent fifty years as a pastor
before coming to the hospice organization. Prayer was a commitment shared by many.
During session 2, Ann described prayer as part of the way she plants seeds with those
who are not Christian.8 In the previous meeting, she had shared a story of being in labor
and delivery and feeling that prayers had been answered through feelings of assurance
and specific nurses being present. Connected to the idea of prayer was the concept of
walking with God, which was most clearly articulated by Georgie. She and her husband
Don had been through a particularly difficult year with the loss of a greatgrandbaby, a
granddaughter who suffered three miscarriages (one of which was twins), their son going

6. Intervention transcript, session 1, 5.
7. Intervention transcript, session 1, 4.
8. Intervention transcript, session 2, 16.

73

through the process of a kidney transplant, and a daughter-in-law being diagnosed with
cancer. Georgie would occasionally offer spiritual reflections during the sessions that also
allowed her to process the events in her own life.9 Her emphasis on prayer was tied to
their recent experiences and her faith practices that gave her strength. This connection
between chosen modes of sharing the faith and personal faith experience is best
summarized by a comment made by Clara: “I think before we can talk to some of these
people, pass on spirituality, we have to be sure our relationship with the Lord is right.”10
These insights influenced the protocol document in two ways. First, a natural
guiding metaphor of walking by faith arose from the group. I added this metaphor to the
front of the document with 2 Cor 5:7 as the citation and incorporated it into the rationale.
In addition, I added the idea of serving as God’s hands and feet in the purpose section.
This metaphor connected well with the contributions of the incarnational spiritual
theology. Second, I connected the list of guiding values to their specific articulations in
Scripture to reflect the strong desire of the design team to offer care from a confessional
standpoint. The conversation confirmed the use of the guiding values of love, kindness,
and respect and included the value of service. Finally, I added spiritual reflection
questions under the third question, what ought to be going on?, of the 4-question model
that aimed at helping readers make their own beliefs and assumptions explicit to
themselves before a visit.

9. Intervention transcript, session 5, 53.
10. Intervention transcript, session 1, 6.
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Presence and Providence
The design team’s desire to provide care as a way to live out their faith naturally
led to the third subtheme under the category of faith/spirituality. Chapter 2 discussed the
importance of God’s presence for pastoral care through the use of the narrative in the
Gospel of Matthew. The perception of God’s presence or felt absence has acute
implications for well-being in end-of-life situations. Likewise, operative understandings
of divine providence take center stage during crises as people search for meaning within
the framework of their faith. This subtheme explores the design team’s understanding of
these two central concepts and their implications for pastoral care.
While God’s presence and providence are theologically robust enough to
necessitate separate consideration, they were connected to each other in the team’s
comments. These concepts were primarily mentioned in the first two sessions where
personal spirituality and experience were in focus. They were described as sources of
comfort despite crisis or high-anxiety situations. DeDe told the story of when her
defibrillator went off and she was lying in the driveway. She shared with the team her
intense spiritual experience,
And I remember lying there, and I had demons flying around me. I could see them
just as plain as day. And Doug [husband] started praying for me over the phone,
and he could hear my defibrillator going off . . . I called him to tell him I loved
him because I didn’t figure I would make it through because it kept going off.
And I think the faith . . . I know to tell the demons to get out of there. I know I’m
a child of God you know but it takes things like that to know you have faith to
turn to the Lord and know that you are going to be okay . . . that’s knowing that
the Holy Spirit is there with you in your time of need even if you don’t have the
strength to call out.11

11. Intervention transcript, session 1, 3.
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Other stories involved Georgie reflecting on her year, Ann sharing about her time in labor
and delivery when her husband could not be present, Clara talking about her lung
surgery, and Don offering his faith testimony. In a later session, Kathy would talk about a
terminal woman who did not connect with other volunteers but became a close friend of
hers.12 This connection allowed Kathy to work with the daughter in a way that would
help her come to peace before her mom passed. Kathy would credit the relationship and
her role in the situation as being the work of God putting people where God needed them.
The overwhelming positive perspective of the design team toward God’s presence
and providence as a source of comfort and assurance also illuminated the potential for
spiritual distress. These thoughts were demonstrated earlier as participants reflected on
the concept of disbelief in light of suffering and wondered if circumstances made it
difficult for people to see God or God’s goodness. These insights contributed to
articulating the sections in the protocol document that describe spiritual distress and
common spiritual and end-of-life concerns/needs. Specifically, the subpoints concerning
questions about suffering, questions about the belief system, the problem of suffering,
providence and God’s will, and disappointment (in God, self, or family) were added to
the document. These previous three subsections revealed a gap in the existing first draft
of the protocol, which I will address before turning to the next category.
The Gap: Prayer
In terms of coded entries, prayer appears second in frequency to the tied
categories of dissonant belief and living out the faith. Prayer is naturally situated within
the contemplative spiritual theology, so I was surprised at my oversight in not giving it a

12. Intervention transcript, session 2, 15–16.
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more prominent place in the first draft of the document. Prayer often crossed categories
in the code index and appeared in all three of the previously discussed sections. A
possible explanation for the gap in my facilitation of the protocol is that prayer
functioned as one of my assumptions. This assumption resulted in prayer not being
addressed as directly as other topics. After a closer inspection of the coded index, three
forms of prayer emerged from the design team, including intercessory, listening, and
prayer partners.13 This gap needs exploration in future editions of the spiritual care
protocol. At this point, I have discussed three sections under the category of
faith/spirituality. I will now address the second category emerging from the data.
Specific Care
The responses offered during each session gave portraits of the design team’s
passion for providing care. Qualitative weight was added to this interpretation by the
rising energy levels in the room and the increased pace of conversational engagement.
Three subthemes of specific care became increasingly evident and contributed
significantly to the interventions listed in the spiritual care protocol.
Dementia
Caring for those with dementia was close to the heart of the design team. The
pace of conversation would increase and energy levels would rise in the room, which was
reflected in voice inflection as participants discussed their patients. The comments were
primarily descriptive and pragmatic, and the tone was one of advocacy. During session
two, Georgie shared about a woman she would visit who was in her nursing home for

13. I used the names of prayer categories identified by Adele Ahlberg Calhoun, Spiritual
Disciplines Handbook: Practices That Transform Us (Downers Grove, IL: InterVarsity Press, 2015), 258,
266, and 275.
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nine years without ever seeing a family member.14 Georgie believes that when a visit is
made people are able to see Jesus in that person. In session 6, the group discussed
families who will often correct their loved one with dementia on mistaken details. DeDe
contributed, “Be who they need you to be at that time. They always think I’m their
daughter. So, be their daughter for a little bit. Don’t tell them that they’re wrong . . . just,
don’t do that!”15 As the conversation would shift toward pragmatics, several insights
were presented for inclusion in the protocol. Among these insights were to use touch, use
lotion, brush hair, read, sing hymns, play music, talk about the past or where they are in
their mind; don’t correct mistakes in memory or details; be who they need you to be in
the moment, smile, and pray with them. These insights became their own section
(responses to dementia patients) under question four of the 4-question model. Members
of this design team had extensive experience visiting persons with dementia, so the
conversation did not address specifics of the disease. Rather, the focus of the group was
on communicating the message that someone was still there. This passion continued into
the next subtheme.
Caregivers
The topic of caregivers was also close to the hearts of this design team. During
session 1, as the team considered messages of hope, DeDe turned the group’s attention
unprompted to the topic, “You know Ann and I have a lot of communication with the
men who are sitting there with their wives. You know they need hope too.”16 Teri, who

14. Intervention transcript, session 2, 8-9.
15. Intervention transcript, session 6, 61.
16. Intervention transcript, session 1, 5.
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served as a caregiver for her late husband during his terminal illness, was quick to agree.
She calls patients and families on Fridays to check on their supplies for the weekend as
part of her role as a volunteer. She reflected on her interactions and her commitment to
the caregivers: “the caregivers are the lost people. And they get overlooked a lot.”17 This
sentiment was echoed by Burt in session 4 when he referred to them as the most
neglected people.
The caregiver theme appeared in four of the six sessions (1, 2, 4, and 6). A
recurring concern was for this population’s health. Don reflected that he had seen
caregivers “go down faster than the Alzheimer patients themselves.”18 This sentiment
received agreement from members of the team and was repeated two sessions later. The
focus on caregivers arose naturally and represented an important contribution for the
protocol. Caring for the Caregiver became its own section in the document under the
fourth question of the 4-question model (how might we respond?). Closely connected to
these themes of care for those with dementia and for caregivers was the third and final
subtheme of this category.
Personal Presence
Often the idea of presence emerged in relation to dementia patients. In session 2,
Kathy told the story of sitting with a patient through the night due to a special
circumstance. The woman insisted on making quilts (in her imagination) on the floor, so
they sat there and “made quilts” through the night. In the same session, Janet talked about
visiting a lady with advanced dementia in a nursing home. She would rub her cheeks and

17. Intervention transcript, session 2, 10.
18. Intervention transcript, session 4, 34.
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forehead and tell her how pretty she was. “One day she flat out laughed! That was just the
neatest thing for me. Sometimes she’d smile.”19 The topic of presence was discussed in
relation to caregivers as well. Teri shared about her own experience in session 4: “I can
say in a lot of my experience, just having the person sit there and listen. You don’t
always have to say something, but the listening . . .”20 Teri continued about a particular
caregiver she calls on Fridays who is especially overwhelmed and often very negative.
Teri views her role as simply letting this caregiver know that someone hears her. These
thoughts about support roles were affirmed by other members of the group. In session 2,
Don and Clara both expressed that patients and caregivers will often turn to volunteers as
safe confidants. In session 4, Burt summarized this theme that spanned five of the six
meetings, “The other thing I think is important is don’t underestimate your presence. Just
be there.”21 These thoughts resulted in the inclusion of interventions under the fourth
question of the 4-question model. Specifically, “presence” was included in the dementia
section, “companionship” (with elaborations) was added as a section, “reflective
conversation” was also added as a section, and “companionship” and “listening” were
placed under the caregiver section.
Special Considerations
Hospice care entails difficult decisions and conversations in real time. The design
team demonstrated in the data that they consistently interact with these challenging
situations and would benefit from some guidance. I identified two prominent subthemes

19. Intervention transcript, session 2, 14.
20. Intervention transcript, session 4, 35.
21. Intervention transcript, session 4, 34.
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that served as influential case studies for the development of the protocol: ethical
dilemmas and the pandemic.
Ethical Dilemmas
In session 2, three ethical situations were raised by the design team. First, there
was the occasion where families request that their loved ones either not be told they are
on hospice or not be informed about how sick they are. Second, there was concern of
individuals dying without family or support present, especially cases where family
members were choosing to stay away. Third, there was the situation where the family
misunderstood the dying process, which resulted in the family’s belief that hospice was
starving their loved one. These considerations were raised with a heightened level of
urgency and a perplexed tone and led to the inclusion of “honesty” as one of the guiding
values of the protocol. Later, in session 5, I directed the team’s attention to this value for
feedback as we looked at the worksheet, which led to one of the most emotionally tense
moments in the project intervention.
The question of what to do when families ask that their loved ones not be told
they are on hospice became a case study for the group. As I ventured a response relating
specifically to dementia patients, I quickly realized I had not communicated my focus. A
member of the team was quick to respond, “So, are you saying we should not say [that
they are on hospice] if they ask that? Is that what you’re saying?”22 Another volunteer
added, “Or if they ask, how sick am I?”23 The pace of the conversation was quickening as
a third member voiced, “I think it’s a disservice if you don’t let them know. It’s a

22. Intervention transcript, session 5, 49.
23. Intervention transcript, session 5, 49.
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disservice to the family.”24 General cross-talk ensued after these initial comments. I
jumped back into the conversation at this point in order to regain focus and spoke about
the importance of referrals, using the proper channels of communication with the patients
and families, and becoming aware of possible bereavement concerns. Burt offered some
complimentary comments from his position as bereavement coordinator and the tension
in the room seemed to lessen. The design team began to come to a satisfactory
agreement. Qualitatively, the conversation was particularly valuable due to the emotional
intensity. Ethical responses in hospice situations represented a common and pressing
concern and warranted mention in the protocol. This conversation resulted in a greater
elaboration of the value of honesty, additions to the section on common spiritual and endof-life concerns, and expansion of the referrals section. The question of ethics continued
in the topic of the second subtheme.
The Pandemic
Throughout the pandemic, the volunteer program became substantially limited as
a precaution. In-person visits ceased, events, meetings, and trainings were postponed, and
volunteers were restricted from the office. There was a general sense of discouragement
with the situation. Naturally the pandemic was discussed but, surprisingly, did not
become a focus of conversation until session 4 when the design team began to discuss
assessment tools and approaches. The heart of the team was represented with the simple
phrase, “And I hope we get to visit soon!”25 This comment led to general reflections
around visitation restrictions. However, the focus quickly shifted to patients and families

24. Intervention transcript, session 5, 49.
25. Intervention transcript, session 4, 38.
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isolated at home. One volunteer commented concerning living facilities: “They are sitting
there thinking, ‘I didn’t get to see my loved one. I saw them through a window. I didn’t
have any kind of idea what kind of care they had. I saw the decline.’ They’re isolated in
their room. They can’t go have meals together. They can’t play bingo. I’m pretty mad
about it!”26 General words of agreement followed.
One of the concerns of the director of the hospice prior to approving the
intervention was that it might cause discouragement among the design team since they
were still not allowed to see patients. The risk was that they might wonder why they were
being asked to engage in these conversations when they were still not allowed to fulfill
their typical roles. Some of that preexisting discouragement was expressed in the
comments above. The pandemic-related precautions and restrictions are often
implemented at a higher level than the leadership of this hospice organization. The rules
often create inflexible boundaries as our team tries to navigate levels of regulation,
internal policies, and preferences of patients and families. However, this projectintervention had two positive and attainable results. First, the sessions had an uplifting
effect on the morale of the design team, which was evidenced by comments made to the
key informant and me after the sessions or during the week. The general sentiment in the
first session was of excitement to be back together. This project was the first gathering of
volunteers since the beginning of the pandemic. They appeared ready every session to
contribute to the organization in some way again. One woman relayed to the key
informant that the sessions had become the highlight of her week and that she was sad for
them to end. The sessions provided a space to debrief what they had experienced over the

26. Intervention transcript, session 4, 39.
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course of the pandemic. The residual result of the project was to generate a sense of
excitement and encouragement among the volunteers as they considered making visits
again. Second, the project brought attention to potential increases in bereavement
concerns in the wake of Covid-19. In relation to the protocol, these conversations led to
the inclusion of assessment question examples that someone may ask a patient or family
member, even over the phone.
Outside Thoughts on the Document
At this point, the primary contributions of the design team along with my
interpretations as facilitator and guide have been discussed. These contributions resulted
in our first draft of the protocol. A hard copy was provided to our designated outside
expert. I offered a general in-person briefing of our work and requested input on the
protocol and especially any unique insights she might offer from her discipline. A few
days later she returned the copy, offered general affirmation of the document, and gave
the following contributions. Under the section on “common spiritual and end-of-life
concerns” she included the question, why will they not let go/why are they holding on?
She indicated that the subpoints of “suspected depression or a depressed mood” under the
section of bereavement referral situations was also particularly relevant to social work.
In this organization, the social worker is typically the first to address concerns that might
require a clinical intervention or safety contract (in light of suicide ideation). Finally, she
suggested clarification under the section on social work referral regarding what an unsafe
living environment might entail. Prior to the project intervention, I made five
assumptions explicit. The following section will reflect on the accuracy of those points.

84

Revisiting the Assumptions
Assumption 1: I assumed unclear and inconsistent definitions of spiritual care would arise
in early sessions.
In order to revisit this assumption, I limited my review to the first two sessions. I
did not expect the team to respond with formal definitions, nor did I ask for it. Rather, I
searched the two sessions for operative definitions in their responses. Conversational
context helped determine if these responses were functioning as a definition for spiritual
care. If a team member gave the same response on multiple occasions, I removed these
duplicates. I learned that consistent operative definitions for spiritual care were actually
in place.

Figure 5. Operative Definitions of Spiritual Care
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Nine responses entailed prayer. Three responses focused on the role of listening to
people’s stories. Six responses involved companionship/presence. Four responses
included some kind of touch. Finally, three responses represented the stand-alone
answers of three individuals: consolation (not her word), evangelism, and singing.
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Assumption 2: I assumed that the team had a substantial understanding of spiritual
concerns/needs that would especially surface during the appreciative inquiry session.
I did not explicitly ask the volunteers to make a list of concerns and needs.
However, the design team naturally highlighted types of spiritual needs and concerns as
they shared their own stories and experiences. Four responses described the need for
God’s guidance through times of hardship or uncertainty. Three responses included the
need for companionship. Finally, individual contributions included distress, fear, worry,
spiritual searching, lack of hope, and the need to be heard.
Assumption 3: I assumed there would be a tendency in the group to expedite the session,
unpacking the theological/theoretical constructs in an attempt to proceed with the work of
writing the protocol.
This assumption resulted in a mixed review from session 3, which addressed the
theological construct. Another wording of this assumption is that I expected the design
team to push the conversation into pragmatic considerations to the exclusion of others. I
was wrong on this account as there was a fairly balanced selection of types of comments,
which were coded earlier through the categories of the 4-question model.
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Figure 6. Coded Comments
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The pragmatic category was indeed the highest with thirteen comments, as expected.
However, the interpretive and normative categories were close behind, being represented
by eight comments each. One challenge in the session was maintaining the focus of the
balcony approach in helping the design team think conceptually through the lens of the
theological framework and model. The tendency of the group was to respond with
specific examples, which often narrowed the conversation too quickly. The handouts
were a useful supplement to allow the design team additional time to consider the
proposed framework.
Assumption 4: I assumed that members of the design team would begin to see themselves
as spiritual caregivers as a result of the intervention process.
While these words were not verbalized by any one member of the design team, I
believe it was demonstrated that the design team considered spiritual care to be a part of
their role. First, this conclusion is inferred by the strong presence of the earlier mentioned
faith/spirituality category and the two most prominent sections of navigating dissonant
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beliefs and living out the faith. Second, session 6 provided some reflexive insight
regarding the team. There was agreement on grounding the guiding values in Scripture.
This approach seemed to best capture the design team’s desire to provide care from a
confessional position. In addition, I reviewed the section on navigating dissonant beliefs
in which one subpoint was to “trust that one’s faith is being made evident through one’s
life, one’s kindness, and one’s commitment to do God’s work.”27 In response, a volunteer
stated, “I like [that subpoint] best. Isn’t that what we all hope that we are doing? They
will see God in us? See goodness even if they’re not believers? They can see kindness
and love.” This comment was met with agreement by the group. Later another team
member replied regarding the document, “All of these things, one or the other will come
up, and we can experiment for the good of our patients. That’s our main thing I think. Do
what we think is best for them.” The design team exhibited a strong level of ownership of
the protocol document; there was conversational evidence that the members of the team
were thinking in terms of providing spiritual care, regardless of whether they would use
that term.
Assumption 5: I assumed a more contextual and functional definition of spiritual care
would emerge inductively through the intervention.
This assumption was answered by the review of the first assumption. While a
formalized definition was not presented, it was clear that there were a number of
operative definitions that influenced the protocol throughout each session. The group
appeared to develop a sense of awareness in terms of viewing themselves as having a role
in implementing spiritual care.

27. See appendix K, “Special Considerations.”
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Summary
This chapter highlighted the three broad categories in the data that arose from the
design team and represents key considerations in formulating the spiritual care protocol. I
addressed faith/spirituality, specific care, and special considerations with their respective
sections. An identified gap in the first draft of the protocol was the lack of a fourth
category, prayer. Notable insights included a commitment to a confessional approach to
spiritual care, a concern with navigating dissonant beliefs, a special focus on providing
care to dementia patients and caregivers, a need to develop an approach to relevant
ethical dilemmas, and a need to debrief and respond to the effects of the pandemic. As I
reviewed initial assumptions, I learned that the design team had clearer operative
definitions of spiritual care than I had anticipated and that they had a relatively strong
awareness of spiritual needs/concerns. I learned that there was still a disconnect in the
team utilizing a balcony approach to consider theological frameworks and models. This
challenge hints at a need to revisit the approach for integrating theological contributions
and to give energy to developing theological thinking. Finally, the design team began to
see themselves as having a role in providing spiritual care. The next chapter will discuss
the theological significance of the project, the current progress in implementing the
protocol, and proposals for future development and application.
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CHAPTER V
CONCLUSION
The problems created by not having a protocol for continual spiritual assessment
and the opportunity to enhance the current spiritual care practices of the organization
emerged clearly from three sets of qualitative data: the design team, the field journal, and
the appreciative inquiry interview. The purpose of this project was to develop a protocol
that assesses the spiritual concerns of the patients and families served by HOBC, thereby
assisting members of an interdisciplinary team to offer informed responses to spiritual
care needs and address a gap in organizational awareness. This project relied on a
practical theology of created space that attends to the activity of God within the spectrum
of experience. Qualitative research methods were employed because they most
coherently fit with the nature of the context, and I used data triangulation for evaluation.
In this chapter I will offer interpretations of these data, discuss the trustworthiness of the
project, highlight areas of significance, and explore future development and use of the
protocol.
Interpretations
Chapter 4 offered preliminary interpretive comments on the emerging coded
themes and revisited my assumptions prior to implementing the project, but it is
appropriate now to dive more deeply. My belief that a design team composed of
experienced volunteers would produce significant contributions and insights for spiritual
care within this organization was confirmed by the quality of the idiographic knowledge

90

provided through stories, questions, and discussions culminating in a context specific
document. As mentioned in chapter 2 this type of narratival knowledge, or knowledge of
persons, is particularly well situated for addressing the spiritual end-of-life concerns that
occur within interpersonal relationships. A protocol resulting from this knowledge set is
consequently better positioned to address the needs of the organization than an imported
tool. Specifically, three areas were presented for further exploration.
First, a review of the data demonstrated the presence of latent definitions of
spiritual care, and a result of the intervention was to make these definitions explicit. This,
in turn, helped the design team develop a sense of awareness of their role in providing
and participating in spiritual care. As noted in chapter 4, there is potential for growth in
engaging a balcony-style analysis. Future work will require effort to develop the practice
of theological reflection among lay groups and other disciplines represented on the team.
This deficit is demonstrated by the coded comments, which show the interpretive and
normative categories trailing notably behind the descriptive and pragmatic categories.

Figure 4. Patterns of Comments/Incidents
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There is a need to more closely integrate the guiding theological construct and metaphors
into the assessment process. In this manner, spiritual concerns and needs may be more
appropriately matched with theologically grounded responses. I am not fully satisfied that
this goal was accomplished during the intervention as there was a tendency to redirect
attention toward specific examples or, at times, a slight resistance to explicitly naming
the process of reflection or assessment. These insights point to the need to reapproach the
task of fostering reflective thought processes among those making use of the protocol.
Second, the more urgent theological concerns of the design team provide focus
for the needed theological reflection. Three primary concerns were identified: responding
to divergent beliefs, wrestling with the problem of suffering, and offering informed
responses to ethical dilemmas. Interwoven through these discussions was the expressed
need to honor and act out of personal belief commitments. The weight of these concerns
warrant developing a robust confessional approach to spiritual care. Anecdotally, the
prevailing approach within chaplaincy favors a universalist standpoint with the rationale
of preserving dignity and protecting against spiritual abuse or manipulation. While these
goals are crucial during particularly sensitive circumstances, to believe that confessional
approaches to spiritual care encourage or naturally result in these negative consequences
is an unwarranted assumption. The data from this intervention conceptually connects a
confessional standpoint with values such as love, kindness, honesty, and service. The
theological construct demonstrates the wealth of resources for spiritual care available
from specific spiritual theologies and provides guidance on creating space for differing
beliefs. However, more work is needed in integrating the contributions of this practical
theology into the protocol in this regard.
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Third, prayer surfaced across coded themes. This practice is deeply connected to
the contemplative tradition. As previously mentioned, three modes of prayer were
naturally identified at work among the design team: intercessory, listening, and prayer
partners. These data provide the impetus to explore the nuances of prayer within the life
of the organization. My assumption moving forward will be that there are numerous
forms of prayer operating among the broader hospice team. A formational action would
be to explicitly name these forms of prayer to the design team with the goal of deepening
the awareness of the team to their own spiritual engagement and to the resources
available for the task. Regarding the protocol document, the topic of prayer needs a
separate section with subpoints addressing reflexive engagement as well as guidance in
using it for care. These thoughts lead to the question of next steps.
The larger goal of this protocol was to enhance the practice of an interdisciplinary
team in offering informed responses to spiritual care concerns in the form of referral or
personal interactions. Additional goals were to deepen the team’s awareness of spiritual
needs and concerns as well as encourage the self-perception of participating in spiritual
care. This project-intervention delimited participants to nonmedical volunteers and one
other staff member. The next step is to incorporate insights from medical staff members
who do not focus on spiritual care in their scope of practice but who provide needed
perspective. The hospice director questioned the qualifications of participants to speak on
issues of spiritual care, so this same concern is relevant to clinical team members. The
data supports the decision to include their perspective in that the coded types of care
often crossed groups, including the spiritual and physical care categories. Types of care
did not exist in isolation in the coded index, a fact that also points to the need for
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multifaceted responses. In addition to the complexity of the data, this approach also finds
established precedence in the interdisciplinary approach of hospice teams.
Trustworthiness
Applicability
This project aimed to create a document that was structured enough to offer
guidance in providing spiritual care but flexible enough to be reworked for application in
varying contexts. Interaction with the document was encouraged in the final product by
blank lines under each section for written reflection. I believe the protocol that resulted
from the project is malleable enough for use broadly in offering spiritual care at the end
of life. However, there are three noteworthy limitations I need to address.
First, specific considerations of the protocol are limited by the age demographics
behind the data. Patient interactions told through stories are often of those of a particular
generation. As generational characteristics shift among the older population, it is
reasonable to assume that specific interventions may need adjustment as well. Second,
there is a limitation to the ideographic knowledge these data represent. This intervention
focused on one particular nonprofit hospice organization situated in and serving the
counties of the Big Country. Naturally, it is not advised that another organization in a
different location use the protocol without adjusting for the context. Third, this
intervention addressed spiritual care within the setting of hospice. Hospice care
represents a notably different structure from other nonprofits or congregational
ministries. The approach to care represented by the protocol was in part formed by the
existing structures of this organization.
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Despite the above three limitations, the proximal similarity found in end-of-life
situations demonstrates the applicability of this project beyond HOBC.1 The occurrence
of terminal diagnoses, patterns of processing, physiological changes, and family
dynamics represent the constant variables. The concerns and questions commonly elicited
by this stage of life have long been engaged by theology and pastoral care. The reflective
practitioner ministering in these circumstances will find the spiritual care protocol to be a
useful tool.
Currently, there are three applications in which I am using the protocol. The first
venue is in the new employee orientation process of the organization. Each new team
member is required to shadow and receive instruction from a representative member of
each discipline. As the chaplain and bereavement coordinator, I offer orientations on the
organization’s approach to spiritual care and grief support. I have utilized parts of this
protocol to train a registered nurse and a certified nurse aide (CNA), and a second CNA
is scheduled for orientation in the near future. Relatedly, I will on occasion assist with the
ongoing training of volunteers, which is a natural setting to make use of the protocol.
The second area for application is outside of the organization. Our design team’s
key informant recently accepted a nonclinical director position at our sister organization
in San Angelo and is interested in using the protocol within that hospice as a training
tool. Similarly, I have used portions of the protocol to offer guidance to a hospice
chaplain in another state. The third application is pending our organization’s resuming a
regular schedule of in-services.2 I am responsible for updating the team on practices and

1. Sensing, Qualitative Research, 217.
2. A number of rapid changes has disrupted the usual flow of the team’s schedule.
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research relevant to my discipline, which is a natural opportunity to incorporate insights
from the protocol.
Credibility
To ensure internal credibility, data triangulation was used to evaluate the
information gathered from the design team, from interpretive comments in my field
journal, and through a group evaluation interview. Reflective confirmation was used
throughout the project by providing space for feedback at the beginning of each session.3
Member checking occurred informally as well through conversations that were held after
sessions and during the week with me or the key informant. These informal interactions
provided ample opportunities to redirect the course of the intervention if necessary.
A review of the data reveals an alternative explanation to the findings of the
project. As noted earlier, the key contributions to the protocol stem from a confessional
standpoint. Every member of the design team had a Christian faith background. This
detail is a non-issue in congregational settings, but in broader healthcare contexts, this
dynamic may lead to objections of bias. Within the professional field of chaplaincy, there
is a commitment to protect the religious freedom of all persons. For instance, the
Association of Professional Chaplains’ code of ethics states, “Members shall affirm the
religious and spiritual freedom of all persons and refrain from imposing doctrinal
positions or spiritual practices on persons whom they encounter in their professional role
as a chaplain.”4 This commitment represents a boundary line with which chaplains must

3. Sensing, Qualitative Research, 221.
4. “Association of Professional Chaplains,” professionalchaplains.org, 2021.
https://www.professionalchaplains.org/Files/professional_standards/professional_ethics/apc_code_of_ethic
s.pdf.
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continually wrestle. The tension is in acting honestly in relation to one’s own faith while
simultaneously protecting the dignity of the patients and families. A prevalent perspective
in this conversation is to assume that the best practice in chaplaincy is to maintain a
completely neutral or universalist approach to spiritual care. Adherents to this position
might take issue with a spiritual care protocol developed out of the explicitly confessional
perspective of this design team. In response to this possible objection, I will offer a
simple epistemological observation. A universalist or non-confessional approach is not
equivalent to an objective unbiased position. Rather, the only change that has occurred is
a shift in bias with a possible deficit in practitioner reflexivity. I argue that it is possible
to provide respectful, dignified spiritual care to those with differing beliefs while
operating from a confessional position. Chapter 2 articulated such an approach through a
practical theology of created space. However, the concern about bias is legitimate and
needs attention.
This project took five steps to protect against spiritual abuses emanating from
biases. First, a broad definition of spirituality was given to include belief systems outside
of Christianity. Next, the terms “faith affiliated” and “faith motivated” were added to
create nuance in spiritual engagement. Respect was added as a guiding value and
reflection questions were added to help the readers make their own beliefs and
commitments explicit. Finally, a special section was added at the end of the protocol to
offer guidelines for navigating circumstances where differing beliefs are present. These
steps addressed the bias of the team and future users of the protocol. However, there is
still the factor of my own bias, to which we now turn.
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Reflexivity
As the facilitator and guide of the project, I was more involved in the intervention
than I had originally anticipated. This shift was in response to the hospice director’s
strong preference that the project be led by a qualified member of the staff. My role as a
guide entailed a final say in the protocol and served to ensure the standards of a tool
potentially used by the organization and affecting direct patient care. Specifically, I
developed the theological construct, although the team contributed a guiding metaphor
and feedback; I presented existing assessment models and proposed the 4-question
model. During sessions, I decided when to proceed from one question to the next,
provided handouts, drafted a worksheet, and synthesized the data with my own
disciplinary expertise to write the first draft of the protocol. These fingerprints represent
significant contributions.
I took the following measures to guard against unhealthy acquiescence toward my
own bias. I concluded each session in my field journal with reflexive comments in order
to name my perceptions, interpretations, and emotions. Reflexive comments were also
added to the margins of the audio recording transcript to aid in the coding process. At the
beginning of each session, I briefly reviewed previously covered material and provided
space for any additional contributions or corrections. I also paused throughout each
session to invite feedback, especially after significant proposals or large sections of
information. Knowing that my role as facilitator and guide was substantial, I relied on my
introverted personality, the listening posture of the theological construct, and the
reflective listening skills utilized in my discipline to encourage group participation. One
obstacle was the tendency for some group members to speak more regularly than others.
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In retrospect, I should have used support group techniques common to my work to draw
out more contributions from the quieter members. In this case, my listening posture
would have benefited from more facilitating initiative with directed questions. The goal
of these measures was to balance my influence with ample space for the design team to
contribute experiences, stories, perspectives, and feedback.
Serving as the facilitator and guide for the intervention had a formative effect on
my own personal and professional development as well as on my engagement in spiritual
care and grief support within my discipline. The process of the intervention encouraged
me to develop concise definitions and explanations related to my discipline for use with
patients and families. These definitions have the advantage of arising out the experienced
contributions of a team rather than being articulated in isolation or imported sterilely. As
a result, I have an increased sense of confidence during assessment visits with patients
and families as I provide them a framework for understanding and using chaplain and
bereavement services. While it is hard to credit one specific part of the intervention, I
believe that my capacity to screen needs and concerns has grown, as evidenced by an
increase in the details captured in my medical record documentation.
In relation to my role on the interdisciplinary team, this intervention offered
several benefits. I took on new responsibilities and the title of bereavement coordinator
after the completion of the intervention. This project served as a primer on grief needs
(especially in relation to the pandemic) and referral situations and offered perspectives
from bereavement volunteers, with whom I would later work. These six weeks together
established relationships on which to build during future coordinated efforts. The project
also offered experience in facilitating groups with a feedback loop built into them.
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Reflecting on the process strengthened my ability to lead our organization’s quarterly
grief support group and facilitate spiritual formation interventions among the hospice
team. Specifically, I learned how to develop my ability to encourage evaluation through
focused prompts when open-ended questions result in limited responses or silence among
the group. The content of the sessions affirms the need to develop theologically robust
approaches to pastorally engaging differing beliefs from a confessional standpoint. In
addition, the need to nurture theological reflection and engagement was also supported.
My future goal is to continue to refine the practical theology presented in this thesis,
especially highlighting the contributions of the contemplative and incarnational spiritual
theologies for pastoral care.
Significance and Implications
Sustainability
The continued efficacy of this project intervention for this organization is
contingent on three factors. First, the protocol must be viewed as a tool for use in the
organization and not as a proposal for an official change in policy. This organization has
undergone numerous changes since the beginning of this project. It is my belief that the
general level of anxiety has increased in the HOBC and that policy level changes will be
viewed with little enthusiasm, particularly considering the organization’s current
structure. The prime context for introducing the insights of this protocol to the broader
team will be during routine in-services once they resume. Second, the use of the protocol
and its insights is completely contingent on the team’s willingness to engage it and view
spiritual care as relevant to their own discipline’s practice. Third, the presence and
influence of the protocol is greatly enhanced by my own role on the team, which now has
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an increased scope of practice. I can utilize the protocol within my own practice, during
team and volunteer trainings, and as a part of employee orientations.
Ecclesial Significance and Further Study
It is my hope that this spiritual care protocol will have significance beyond
hospice care and relate to ministry within faith communities. Anecdotally, I suspect that
in many congregations, sick congregants experience a disconnect in their involvement
with the church while they are ailing because other members do not know how to best
offer support or engage end-of-life conversations. I routinely encounter terminally ill
individuals (and their family members) who are isolated from their faith communities, a
phenomenon that is present even among lifelong members. Their disease progression
results in decreased participation and visibility within their faith community, with the
result that these individuals live without the support of their communities during
particularly vulnerable times. There are numerous variables to consider in this situation,
but the concern is notable enough to warrant future study. These situations are
particularly relevant to the practice of ministers and the mission of the church. I believe a
tool such as a contextually adapted spiritual care protocol would prove valuable in
addressing this gap and opportunity in the life of faith communities.
In addition to gaps within communities, the spiritual care protocol has the
potential to address gaps within ministerial training. Personal conversations with
ministers lead me to believe that ministers can feel either ill-equipped or unconfident in
addressing crisis situations that are common in clinical settings. Further study is needed
to ensure applicability, but this project represents a tool for the continuing education of
ministers.

101

The data reveal five potential venues for further academic study. First, two
theologically significant themes emerged in the conversations during the sessions,
namely, providence and the problem of suffering. Both topics are prevalent during the
end-of-life stage, and the second was briefly discussed in chapter 2 of this thesis. There is
an opportunity to help spiritual caregivers wrestle with the questions these topics entail
and articulate their own positions. This intuition building finds focus for practice through
the practical theology of created space. Second, there is room to expound on the
contributions of the contemplative and incarnational spiritual theologies both in the role
of informing spiritual care practice and in the context of spiritually forming and
supporting the team. Specifically, the modes, theology, and engagement of prayer are
fertile ground for exploration. Third, in the sixth session, a volunteer highlighted the need
to specify admittedly subjective terms related to bereavement referral such as “emotional
distress” and “complicated grief.”5 Research-based explanations will increase the
usefulness of the protocol as well as the efficiency and quality of bereavement service
referrals. Fourth, study of the perspectives of medical team members on spiritual care is a
needed next step to ensuring the interdisciplinary relevance of the protocol.
Finally, as I bring the cycle of theological reflection full circle, I return to
contextual analysis.6 The experience of creating the protocol revealed that the
organization’s structure is potentially more resistant to change than I originally
anticipated. Future study may focus on the decision-making structures in place with the

5. Intervention transcript, Session 6, 63.
6. For a discussion on theological reflection models, see Pete Ward, Introducing Practical
Theology: Mission, Ministry, and the Life of the Church (Grand Rapids: Baker Academic, 2017), 96ff.
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goal of effectively regulating existing anxiety. A relevant tool for this study is social
games theory articulated by Sherwood G. Lingenfelter and originated with Mary
Douglas.7 The use of this theory would contribute to a description of the organization’s
values and worldview, especially in relation to decisions and social engagement.
Theological Significance
My hope is that this project will substantiate the use of the practical theology
approach I constructed and will provide soil for sustainable ministry, particularly spiritual
care at the end of life. High levels of crisis require intentional structures of reflection. The
practical theology in chapter two provides resources, grounding, and practical steps for
engaging those crises. Those wishing to utilize this practical theology in their own
settings are encouraged to spend time attending to the resources of the contemplative and
incarnational spiritual theologies.
Two areas for further theological engagement arose out of chapter 2. First, the
brief discussion offered in chapter 2 concerning divine hiddenness was corroborated by
the data of the intervention. There is a need for ministers to carefully and honestly engage
theologically challenging topics that surface during end-of-life situations, such as the
problems of evil and suffering and the problem of hiddenness. These discussions will not
offer solutions for direct use in pastoral situations, but that is not their aim. Rather, the
goal of this theological engagement is for the formation of the minister. The theological
intuition that is developed from this analytic wrestling contributes to more informed and
deeper pastoral responses in times of crisis. Second, narrative, both of Scripture and

7. Sherwood G. Lingenfelter, Leading Cross-Culturally: Covenant Relationships for Effective
Christian Leadership (Grand Rapids, MI: Baker Academic, 2008), 58–64.
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personal lives, is a fitting and fruitful context to engage pastoral dialogue. As ministers
navigate increasingly common scenarios such as divergent belief systems, the type of
knowledge inherent and available in stories becomes a valuable way forward.
I wrote my theological construct from a decidedly confessional position, and this
impulse was strongly represented in the data of the project. Additionally, the design team
demonstrated an understanding that the care they provide stems from their own faith
commitments. This focus was expressed in the difficulty they had in their interactions
with individuals who were agnostic or did not profess a particular faith-based belief.
They were dedicated to preserving dignity and offering respect, but the challenges came
in wanting to provide some sense of hope and in struggling to identify the appropriate
line for engaging dialogue. These insights support the need for theological reflection of
one’s own formed center prior to intense interactions with hospice patients. Chapter 2
presented a practical theology of created space, which I believe provides a framework to
address an array of challenges facing today’s church.
A final hope of this thesis is that, by placing emphasis on the activity of God
within the spectrum of experience, the theocentric nature of practical theology will be
reinforced and rearticulated. In this way, another voice is added to the task of deepening
the integrity of the field, considering the tendency to become theologically deficient due
to a heavy reliance on the resources and perspectives of other disciplines (as wonderful as
those contributions are). Ministers have at their disposal a wealth of resources and
noteworthy contributions from their own disciplinary perspectives. My hope is that those
practitioners will find encouragement to confidently engage challenging topics such as
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crisis, grief, and terminal illness at a time when faith, religion, and spirituality are either
subsumed under other disciplinary categories or neglected in conversation altogether.
Concluding Remarks
The world of hospice is a space where our questions, goals, concerns, hurts,
challenges, beliefs, and operative theology come to the forefront of our minds and
conversations, creating an end-of-life period that represents a time of crisis but also a
time of opportunity. Continual assessment of spiritual concerns is not limited in relevance
to clinical pastoral care but is rather a practice in attending to the activity of God within
the spectrum of experience. My practical and immediate aim is to address a specific gap
and enhance the spiritual care practices within my organization. However, my hope is
that practitioners and spiritual caregivers will see the end-of-life and times of crises as a
vital context for ministerial and theological engagement. This spiritual care protocol is a
first step in developing a functional practical theology and tool for that task.
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APPENDIX A
IRB Exemption Letter
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APPENDIX B
Session 1 Appreciative Inquiry Questions
1) Looking back over your life, can you describe a time when you felt spiritually full
or nourished?
a) What was going on in your life?
b) Who was involved?
c) What made this time special/significant?
2) What are some key lessons about spirituality that you have learned in your life?
a) How have your past experiences influenced how you participate in and think
about spirituality today?
b) What are some lessons about spirituality that might be especially helpful for
this project?
3) What are some key messages of hope you would want to communicate to our
patients and families who are struggling spirituality?
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APPENDIX C
Evaluative Interview Questions
1) Does this protocol represent the mission and purpose of this organization?
a) How do you foresee this protocol helping the organization better offer quality
care to our patients and families?
2) Does this protocol offer an easy to grasp understanding of spiritual care?
a) Does this protocol help define spiritual concerns/needs?
b) Does this protocol offer practical steps to assessing spiritual concerns?
c) Does this protocol offer practical steps to offering informed responses to
spiritual concerns?
3) Please list anything that could be done to improve the protocol.
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APPENDIX D
Data Protection Protocol
1) Consent forms will be obtained from all participants making contributions toward
the project thesis. Members of the design team will be reminded at the beginning
of every session that participation is purely voluntary and anyone may withdraw
at any time in the process.
2) Audio recordings will be made on a hand-held recorder designated solely for the
project.
3) My field journal and the recorder will be stored in a lockbox and placed in my
work office, which has limited access. I will keep the only copy of the keys.
4) Notes will be typed on a password-protected computer.
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APPENDIX E
Consent Form
Title of Project: The Spiritual Care Protocol: Developing Informed Responses to End of
Life Concerns
Introduction: My name is Gabe Fisher, and I am conducting participatory action
research as a doctoral student at Abilene Christian University for use in my thesis and for
the benefit of the spiritual care of hospice patients and their families
Purpose: The purpose of this project is to develop a spiritual care protocol that assesses
the spiritual concerns of the patients and families of the Hospice of the Big Country. This
protocol will help members of our team offer more informed responses to spiritual care
needs.
Procedure: This project will entail six one-hour discussion-oriented sessions. Audio
recording will be used to assist with note taking.
Time Required: Each session will take no more than one hour.
Voluntary Participation: Your participation is completely voluntary. You may at any
time refuse to answer any question or even withdraw from the group.
Confidentiality/Anonymity: Any information you provide will be confidential to the
extent allowable by law. Some identifiable data may have to be shared with individuals
outside of the study team, such as members of the ACU Institutional Review Board. Your
name and any names you mention will be kept confidential in all reporting/writing related
to this project. I will use pseudonyms unless you specify in writing that you would like
me to use your name. If you wish to use your name or a certain pseudonym, please
indicate your choice here_____________________. Notes and recordings will be kept in
a lockbox to ensure privacy.
Sharing the Results: I plan to use notes and/or quotations from sessions in the written
portion of my thesis. I also plan to share some of this with our hospice team so that we
can learn from it. At the end of the process, we will compile our insights to create a
physical document called the Spiritual Care Protocol. This document will be available for
feedback from a member of our team designated as an “outside expert” and from those
who will evaluate my project and thesis.
Risks and Benefits: Below are listed several perceived risks and benefits from
participating in the intervention. The perceived risk level of this project to participants is
minimal.
Risks:
1) Some sessions will ask for openness in sharing personal stories that may be
emotionally difficult to re-tell
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2) These stories once shared will be available for others to read in the completed
thesis
3) There is the possibility that the benefits of our work will not go beyond our design
team and pastoral care department
Benefits:
1) This is an opportunity to improve the quality of care given by our organization
2) There is a possibility of the emotional well-being of participants to improve
through sharing difficult and/or personal experiences and gaining insight and
support
3) Participants will develop additional tools and insights to see themselves as
spiritual caregivers
4) Participants will have the opportunity to nurture their own spiritual well-being as
they reflect throughout the process
Contacts:
If you have any questions my phone number is 325-280-3924. Additionally, you can
email me at gaf11a@acu.edu
If you are unable to reach me or would like to speak to someone else, you may contact
the ACU faculty advisor for this project,
Dr. Tim Sensing – Associate Dean Graduate School of Theology, Professor
325-674-3730
sensingt@acu.edu
Before you sign:
By signing you are agreeing to the above. Be sure that any questions you may have are
answered to your satisfaction.
Participant’s signature: ________________________ Date: _____________
Print Name: __________________________
Researcher’s signature: _________________________ Date: ____________
Print Name: ______________________________
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APPENDIX F
Blank Field Note Protocol
Date:

Time:

Participant Observations

Session #:
Reflexive Comments
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APPENDIX G
Session Schedule Handout
Session 1: February 23rd from 4:00PM – 5:00PM
- Welcome!
- What are we doing here?
- What do we know? – Reminiscing about Spirituality
Session 2: March 2nd from 4:00PM – 5:00PM
- Surveying the Scaffolding
- The 4-question Model
- (Sharing puzzling experiences)
Session 3: March 9th from 4:00PM – 5:00PM
- Assessing the Assessment Tools: What are we looking for?
- (Session 2 material – reflective exercise)
Session 4: March 16th from 4:00PM – 5:00PM
- How do we define it? – what does all of this look like for us?
- Creating our own working definitions
- (Session 3 and 4 combined with eye toward putting together)
Session 5: March 23rd from 4:00PM – 5:00PM
- Pen to Paper: Our team’s Spiritual Care Protocol draft
- (Discussion and pointed questions)
Session 6: March 30th from 4:00PM – 5:00PM
- Review and Revise
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APPENDIX H
A Practical Theology of Created Space Handout
“Happy are those who do not follow the advice of
the wicked…their delight is in the law of the
LORD, and on his law they meditate day and
night. They are like trees planted by streams of
water, which yield their fruit in its season.” (Ps.
1:1-3, NRSV)
Like trees planted by streams of water…

Practical theology: task of understanding and participating in God’s work in people’s
lives by asking what is really going on, planning a response in light of our faith and
reflections, and then evaluating our work.
Our aim is to create space for dialogue and reflection between our beliefs and what we
are experiencing.
This created space entails a kind of understanding that is more like putting down roots
for a while than looking for new theories or methods. It requires:
- Investment
- Patience
- Careful observation
- Benevolence
We want a deeper understanding/awareness of:
- God at work
- Our own convictions and perspectives
- The situation/experience
- A better way forward
My convictions for creating space:
- God is with us
- Mature spiritual care comes from contemplating who God is
- God reaches into our ordinary and mundane experiences
- We are called to participate in the compassionate ministry of Christ
- People’s experiences are valuable
Question: How do we begin to do this?
117

APPENDIX I
The 4-Question Model Handout

What is
going on?

How might
we
respond?

4
questions

Why is it
going on?

What
ought to
be going
on?

1) What is going on? (descriptive task)
- Collecting information that helps us see patterns and dynamics at play
2) Why is it going on? (interpretive task)
- Using insights from different theories to help us understand and explain
these patterns and dynamics (medical, psycho-social, pastoral, experience,
etc.)
- Fallibilist and perspectival
3) What ought to be going on? (normative task)
- Relying on concepts from our faith and ethics to guide our responses and
best practices
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4) How might we respond? (pragmatic task)
- Determining a way helpful way forward
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APPENDIX J
Assessing the Assessments Handout
Categories:
1) Spiritual Screen (“Initial Assessment”)
a) To identify spiritual/religious preferences
b) To note any signs of distress or struggle
c) Done during the admission process.
2) Spiritual History
a) To collect the basic spiritual/religious story of person
b) To collect any life story details that may be helpful to the interdisciplinary
team.
c) Completed from the angle of bereavement by the bereavement coordinator at
admission.
d) Completed informally by chaplain during admission.
e) FICA and HOPE
3) Assessments
a) To discern, interpret, and evaluate spiritual, emotional, and relational needs,
hopes, and resources
b) To determine best goals and interventions for quality care
c) On-going
Question: How are these needs and concerns commonly measured?
a) Chart audits
b) National surveys
c) Questionnaires
d) Conversational-intuitive approaches
Review of Our Goal
1) To write down our insights as a resource for better conversational assessments
and informed responses
a) To create an environment where this can happen (fleshing out what we mean
by that)
b) Explicitly naming important considerations
c) Articulate our approach
d) To build our intuitive skills
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FICA Assessment
F – faith and belief
Question 1: Do you consider yourself religious/spiritual?
a) What gives you hope and strength?
b) What values are important to you?
I – Importance
Question 2: Do your beliefs affect how you want to receive care?
C – Community
Question 3: Are you a part of a church or a support group?
A – Addressing care
Question 4: How can we make life better for you?
a) What is most important to you right now?
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HOPE Assessment
H – Sources of Hope
1) What are your sources of hope, strength, comfort, and peace?
2) What do you hold onto during difficult times?
O – Organized Religion
1) Are you part of a religious or spiritual community?
2) What are some ways you find support in that group?
P – Personal Spirituality and Practices
1) Do you have personal spiritual beliefs?
2) What aspects of your spirituality or belief practices do you find most helpful?
E – Effects of Medical Care and End-of-Life Issues
1) Does your current situation affect your ability to do the things that usually help
you spiritually?
2) Are there certain beliefs/restrictions we should know about?
3) How do your beliefs affect the care you want to receive?
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APPENDIX K
The Spiritual Care Protocol: Worksheet
Purpose and Scope:
The purpose of this spiritual care protocol is to provide a tool to help in continually
assessing the needs and concerns of patients and families on service and to offer
guidance for informed responses.
I.
To create an environment of trust by:
a) listening and inviting with open ended questions
b) Going into situations with eyes and ears wide open
c) Committing to kindness
d) Committing to honesty
II.

To Create Space
a) For putting down roots and trying to understand what is really going on
beneath the service
b) For reflection between our beliefs and what we are experiencing
c) For a better understanding of God, the situation, and the person and
family on service
d) For a better way forward in providing quality care

Thoughts:____________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
________________________
Definitions:
Spirituality: The process of finding meaning in life and the world around us through
relationship with God, philosophical meditation, ethical goals, and/or rituals.
Thoughts:_______________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
__________________________
Intrinsic Religiosity: the extent to which a person has internalized religion and a central
aspect and motivator for life.
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Thoughts:_______________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
__________________________
Extrinsic Religiosity: An instrumental or utilitarian view of religion where it has a
functional place in a person’s life but is not central to it.
Thoughts:_______________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
__________________________
Spiritual Distress: A time of searching for meaning where beliefs are being challenged in
light of current experiences and typical sources of strength do not seem as readily
accessible due to the fog of crisis.
Thoughts:_______________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
__________________________
Spiritual care: the task of nurturing, sustaining, guiding, or reconciling a person to a
sense of well-being and peace in relation to God, others, and oneself through the use of
faith practices, beliefs/values, pastoral counseling, and companionship.
Thoughts________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
__________________________
Values
I.
II.
III.
IV.
V.

Kindness
a.
Respect
a.
Dignity
a.
Honesty
a. To offer a clear and open answer about personal beliefs when asked.
Benevolence
a.
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VI.

Patience
a.
Thoughts_____________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
________________________
Intuitive Approach to Assessment: The 4-Question Model
1) What is going on? (descriptive task)
- Collecting information that helps us see patterns and dynamics at play
Thoughts__________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
________________________
2) Why is it going on? (interpretive task)
- Using insights from different theories to help us understand and explain
these patterns and dynamics (medical, psycho-social, pastoral, experience,
etc)
- Acknowledging that any perspective is partial and susceptible to being
inaccurate
- Being willing to reevaluate in light of inaccuracies
Thoughts__________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
________________________
3) What ought to be going on? (normative task)
- Relying on concepts from our faith and ethics to guide our responses and
best practices
- Taking the time to name our beliefs, convictions, and non-negotiables.
Thoughts__________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
________________________
4) How might we respond? (pragmatic task)
- Determining a way helpful way forward
- Creating space for their journey
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- Giving honest and respectful answers when directly asked
Thoughts__________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
________________________
Helpful Assessment Questions
1) How are you holding up today?
2) Is there anything that would be helpful for us to know about you/your loved
one?
3) Where do you find hope?
Etc.
Thoughts__________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
______________________________
Possible Interventions
I.
Dementia Patients: To let them know you are there
a. Read a book or from the Bible
b. Sing (Count Your Blessings and Amazing Grace are well known)
c. Pandora (use a music app to play songs from their younger years/songs
they were known to like)
d. Pictures (show simple clear pictures to draw attention and make
connection)
e. Reminisce
f. Visit where their mind is
g. Presence
Thoughts:_______________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________
II.
Companionship
Thoughts:_______________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________
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III.

Reflective Responses
a. Would you tell me more about that?
b. I hear you
c. How can I be a help to you right now?
Thoughts:_______________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________
Time to Refer
I.

II.

III.

IV.

V.

Bereavement Referral Situations
a.
b.
c.
d.
Chaplain Referral Situations
a. Spiritual distress
b. Emotional distress
c.
d.
Social worker Referral Situations
a. Safety Issue
b. Needed resources
c.
d.
Nurse
a.
b.
c.
d.
Professional Counseling

Thoughts________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
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APPENDIX L
The Spiritual Care Protocol: First Draft
Like trees planted by streams of water… (Ps. 1:1-3)
For we walk by faith, not by sight… (2 Cor. 5:7)
Rationale: This approach to spiritual care uses the metaphor of a tree putting down
roots and the image of a person walking by faith in God’s path. Like a tree with deep
roots the spiritual caregiver tries to dig beneath the surface for deeper understanding.
Like a person walking by faith, this work is approached with hope and commitment to
follow in God’s example of care.
Purpose and Scope:
The purpose of this spiritual care protocol is to provide a tool to help in continually
assessing the needs and concerns of patients and families on service and to offer
guidance for informed responses.
III.

To serve as hands and feet:
a) To use personal gifts to serve and care

IV.

To create an environment of trust by:
e) listening and inviting with open ended questions
f) Going into situations with eyes and ears wide open
g) Committing to love, kindness, respect, honesty, patience, and service

V.

To Create Space
e) For putting down roots and trying to develop a deeper understanding by:
pausing, paying attention, asking questions, and not making assumptions
f) For reflection between our beliefs and what we are experiencing
g) For a better understanding of God, the situation, and the person and
family on service
h) For a better way forward in providing quality care

VI.

To create awareness of spiritual needs/concerns, spiritual care, and informed
response by
a) Offering an intuitive-based assessment tool
b) Providing quick reference definitions
c) Offering suggested interventions and guidelines for referral
d) Providing cited resources for further learning
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VII.

Intended for use by chaplains, bereavement coordinators, social workers,
nurses, volunteers, and any member of an inter-disciplinary team who is
wanting to contribute to spiritual well-being

Thoughts:____________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
________________________
Definitions:
Spirituality: The process of finding meaning in life and the world around us through
relationship with God, philosophical meditation, ethical goals, and/or rituals.
a) The personal beliefs and practices that provide direction and meaningful
engagement with life.
b) An awareness that there is more to life than what can be perceived by our five
senses.
Thoughts:_______________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
__________________________
Spiritual care: the task of nurturing, sustaining, guiding, or reconciling a person to a
sense of well-being and peace in relation to God, others, and oneself through the use of
faith practices, beliefs/values, pastoral counseling, and companionship.
Personal Question: In what ways do you participate in spiritual care in your
work/volunteering?
a) Do you see spiritual care as relevant to what you do?
Thoughts_____________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
____________________________________
Faith Motivated: a person sees faith and/or religion as centrally important, a motivator,
and guide for life. Faith for this person may entail a meaningful relationship with God, a
way to interact with others, a way of finding truth, and a way of experiencing spirituality.
Thoughts:_______________________________________________________
________________________________________________________________________
________________________________________________________________________
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________________________________________________________________________
__________________________
Faith Affiliated: A person is generally or nominally connected to faith and/or a religion
but it does not play a central, personal, part in his/her life. His/her participation may be
based on tradition, obligation, or social relationships.
Personal Question: Looking at the previous two definitions, what role does
faith play in your own life?
Thoughts:_________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
______________________________
Spiritual Distress: A time of searching for meaning where beliefs are being challenged in
light of current experiences and typical sources of strength do not seem as readily
accessible due to the fog of crisis.
a) Questions the meaning of life and/or suffering
b) Questions his/her belief system
c) Feelings of emptiness, loss of direction, or abandonment
d) Fear
e) Depression and/or despair
f) Anxiety
g) Sadness, anger
h) Feelings of hopelessness
i) Intense spiritual searching
Thoughts:_______________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
__________________________
Common Spiritual and End-of-Life Concerns/Needs:
• Isolation and loneliness.
• “Why won’t they eat/drink?” or “Why won’t hospice make them eat/drink?
• “Don’t use the word hospice around my loved one.”
• Life regrets.
• Limited support system.
• Disconnected from the faith community.
• Feelings of guilt or shame.
• Desire for faith renewal.
• Searching for meaning in life
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•
•
•

The problem of suffering
Providence and God’s will
Disappointment (in God, self, family)

Emotional Barrier: an artificial limit or unquestioned belief that can inhibit growth and
understanding and is reinforced by anxiety.
e.g., A family believes that hospice will quicken the death of their loved one and
struggles to hear anything different.
Thoughts:_________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________
Imaginative Gridlock: a mental state where imagination (or the ability to think of
options) is suspended and unavailable due to anxiety. Often an instinctive mindset
characterized by short-sightedness.
e.g., A family has been instructed to call hospice in times of health
emergencies. However, in the moment of crisis, the family forgets/ignores instructions
and calls 911 regardless.
Thoughts:_______________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
__________________________
Guiding Values
1) Love
a. Let love be genuine – Rom. 12:9
b. No one has greater love than this, to lay down one’s life for one’s friends.
– John 15:13
2) Kindness
b. Clothe yourselves with compassion and kindness – Col. 3:12
3) Respect
b. Outdo one another in showing honor – Rom. 12:10
4) Honesty
b. Let no evil talk come out of your mouths, but only what is useful for
building up, as there is need, so that your words may give grace to those
who hear. – Eph. 4:29
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c. Always be prepared to give an answer to everyone who asks you to give
the reason for the hope that you have. But do this with gentleness and
respect. – 1 Pt. 3:15
5) Patience
b. Bear with one another and, if anyone has a complaint against another,
forgive each other; just as the Lord has forgiven you, so you also must
forgive. – Col. 3:13
6) Service
a. Each of you should use whatever gift you have received to serve others, as
faithful stewards of God’s grace in its various forms. – 1 Pt. 4:10
Thoughts_____________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________
________________________
An Intuitive Approach to Assessment: The 4-Question Model
Description: The 4-Question Model is a response to situations and incidents that
seeks to describe what is going on, make sense of why it is happening, consider what
ought to be happening, and then respond with an informed intervention.
a) “Intuitive approach” refers to assessment that occurs during conversation. It
is developed through training, experience, and intentional observation. An
Intuitive Approach is opposed to more quantifiable metrics like surveys,
questionnaires, or screens and is more conducive to routine spiritual care.
b) The 4-Question Model is an intuitive approach to assessment, reflection, and
intervention that uses simple to remember questions one would ask
him/herself to organize effective spiritual care.
c) This is a tool that would be used during routine visits to continually assess
and provide informed care to patients and families on service.
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What is
going on?

How might
we
respond?

4
questions

Why is it
going on?

What
ought to
be going
on?

1) What is going on? (descriptive task)
- Collecting information that helps us see patterns and dynamics at work
2) Why is it going on? (interpretive task)
- Using insights from different theories to help us understand and explain
these patterns and dynamics (medical, psycho-social, pastoral,
experience, etc.)
3) What ought to be going on? (normative task)
- Relying on concepts from our faith, ethics, experience, and discipline to
guide our responses and best practices
4) How might we respond? (pragmatic task)
- Determining a way helpful and concrete way forward
Question 1: What is going on? (descriptive task)
Helpful Assessment Questions:
a) How are you holding up today?
b) Is there anything that would be helpful for us to know about you/your loved
one?
c) Where are you finding hope/strength/peace?
d) What’s this been like for you?
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e)
f)
g)
h)

Do you feel like you are at peace?
Would you say more about that?
How would you describe God?
How are you adjusting to hospice and your new schedule?

Thoughts__________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
________________________
Question 2: Why is it going on? (interpretive task)
Helpful Personal Questions:
a) What “theories” do you rely on to make sense of situations and incidents
(medical, psycho-social, pastoral/theological, experience, etc.)
b) What limitations do your chosen theories have?
Helpful Assessment Questions:
a) What is this person’s view of God?
b) What role does faith, religion, and spirituality play in this person’s life?
c) What other stressors are present in the situation and/or family?
d) What do I know about this person’s history?
Thoughts__________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
________________________
Question 3: What ought to be going on? (normative task)
Helpful reflection questions:
a) What beliefs and values are most important to me?
b) What goals do I believe are most important during the end-of-life?
c) What do I consider a “good death?”
d) What situations make me the most uncomfortable?
Helpful assessment questions:
a) What is most important to you right now?
b) What does this person consider to be a “good death?”
c) What do you need from me right now? How can I be a support?
d) Is there anything that might be helpful for us to know about you/your loved
one?
e) What does peace/comfort/quality of life look like to you?
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Thoughts__________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
________________________
Question 4: How might we respond? (pragmatic task)
I.
Responses to Dementia Patients: To let you know I am here
a) Read from a book, Bible, or newspaper.
b) Sing hymns (Count Your Blessings and Amazing Grace are well known)
c) Pandora (use a music apps to play songs from their formative years or songs
they were known to like)
d) Pictures (show simple, uncluttered pictures to draw attention and make a
connection)
e) Reminisce as able.
f) Visit where their mind is present.
g) Touch (to help provide comfort, reassurance, and connection)
h) Presence
II.

Companionship: A Few Principles Borrowed from Dr. Alan D. Wolfelt

a)
b)
c)
d)

Companioning is about curiosity; not about expertise.
Companioning is about learning from others; it is not about teaching them
Companioning is about being still; it is not about frantic movement forward
Companioning is about sacred silence; it is not about filling every painful
moment with words
e) Companioning is about being present to another’s pain; it is not about taking
that pain away
f) Companioning is about going into the wilderness of the soul of another; it is
not about thinking you are responsible for finding the way out
III.

Reflective Conversation
a) Offer validation where appropriate.
b) Encourage self-care (to both patient and caregiver)
c) Normalize common hospice experiences (they aren’t alone in thinking
of feeling this)
d) Encourage story-telling.
e) Ways to encourage sharing:
i.
Would you tell me more about that?
ii.
I hear you or help me understand
iii.
How can I be a help right now?
f) Active Listening
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IV.

Pastoral Care
a) Faith sustaining support: reading scripture/devotionals, prayer, study,
song, etc.
b) Pastoral Counseling
c) Life Review
d) Grief Support
e) Pastoral dialogue
f) Spiritual direction

V.

Caring for the Caregiver
a) Respite
b) Companionship
c) Listening
d) Encouraging processing
e) Validation and affirmation
f) Remind of services

Thoughts__________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
__________________________________________________________________
______________________________
A Time to Refer
VI.

VII.

Bereavement Referral Situations
e. Emotional distress
f. Suspected depression or depressed mood
g. Complicated grief
h. Signs of unhealthy grief coping
i. Questions about grief process
Chaplain Referral Situations
e. Pastoral Counseling:
i.
Spiritual distress
ii.
Emotional distress
iii.
Conflict (also appropriate to refer to social worker)
f. High levels of anxiety/fear
g. Signs of unhealthy coping (e.g. denial)
h. Specialized religious needs (e.g. request for priest, Last Rites,
specific clergy contact, etc.)
i. Perceived need for reconciliation
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j. Specific faith questions
VIII.

Social worker Referral Situations
e. Safety Issues
i.
Threat, ideation, or risk of self-harm
ii.
Unsafe living environment
iii.
Risk of patient wandering
iv.
Inadequate caregiving support
f. Request for resources
g. Questions about hospice care and services
h. Family estrangement interfering with care

IX.

Nurse
e. Pain crisis
f. Falls
g. Medication and daily care questions
h. Specific questions about disease progression

Thoughts________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________
Special Consideration: Do I have to put aside my beliefs to offer spiritual care?
Spiritual care is made available to all on hospice service regardless of belief
background. There are a couple of commitments to quality care that are in place to
protect dignity including:
1) To respect each person’s journey, even if it diverges substantially from our own.
2) To create a safe environment for care where patients and families do not feel
guarded or defensive about their beliefs/values/spirituality.
Is there ever an appropriate time to talk about your own beliefs in spiritual care
conversations and situations? It is the position of this protocol that the answer is a
qualified yes.
Quality spiritual care is built on relationships of trust, which entail mutual openness
and vulnerability to the extent it is appropriate. There comes a time when a patient or
family may ask a direct question. Here are some guidelines for those situations.
1) Ask God to teach you his ways: to guide feet, guard mouth, and guard mind (Ps.
27:11)
2) Share what you believe in relation to the question.
3) Use “I” statements and talk clearly and descriptively.
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4) Use language that is characterized by gentleness and respect and avoid arguing
(arguing/debating will reflect poorly on hospice services, close doors for future
spiritual care, erode trust, and potentially cause distress).
5) Trust that your faith is being made evident through your life, your kindness, and
your commitment to do God’s work.
6) Use the situation as an opportunity to ask them their views on the topic and
develop a faith conversation.

Helpful Resources
Books:
Martha Jo Atkins, Ph.D. Sign Posts of Dying: What You Need to Know.
Derek J. Flores, Seven Keys to a Peaceful Passing: A Hospice Nurse’s Step-by-Step
Guide to Hospice.
Kathy Fogg Berry, When Words Fail: Practical Ministry to People with Dementia and
Their Caregivers.
Atul Gawande, Being Mortal: Medicine and What Matters in the End.
Louise Morse, Dementia: Pathways to Hope: Spiritual Insights and Practical Advice.
Steven Nolan, Spiritual Care at the End of Life: The Chaplain as a ‘Hopeful Presence’.
Brent Peery, Outcome Oriented Chaplaincy: Perceptive, Intentional, and Effective
Caring.
Barbara M. Roberts, Helping Those Who Hurt: A Handbook For Caring and Crisis.
Tim P. VanDuivendyk, DMin. The Unwanted Gift of Grief: A Ministry Approach.
Alan D. Wolfelt, Ph.D. Understanding Your Grief: Ten Essential Touchstones for
Finding Hope and Healing Your Heart.
Online Resources:
Center for Loss and Life Transition. https://www.centerforloss.com/
Center for Spirituality, Theology, and Health (Duke University)
https://spiritualityandhealth.duke.edu/
Positive Approach to Care. https://teepasnow.com/
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